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International  attempts  at  classifying  mental  disorders 
are  made  difficult  by  systematic  differences  between  and 
among  clinicians  from  different  countries.  These  systematic 
differences  contribute  to  the  already  unsatisfactory  re- 
liability of  routine  diagnosis  and  hinder  validation  at- 
tempts. More  precise  descriptions  are  not  sufficient  to 
eliminate  these  systematic  differences,  and  until  mental 
disorders  are  defined  at  a more  fundamental  level  than 
clinical  syndromes,  the  need  is  to  identify  the  similarities 
and  differences  within  and  between  countries  so  that  con- 
fusion in  scientific  communication  can  be  reduced  and  vali- 
dation studies  can  show  the  more  useful  concepts. 

To  study  this  issue,  clinicians  from  two  Turkish  and 
two  American  clinical  centers  were  compared  by  using  a 
questionnaire.  The  questionnaire  included  short  cases  and 
a long  case  whose  symptoms  were  to  be  recorded.  A diagnosis 
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was  to  be  made  for  each  case  and  the  level  of  confidence  in 
diagnosis  was  to'  be  indicated.  Moreover,  the  clinicians 
were  asked  to  identify  the  typical  symptoms  of  two  psychotic 
disorders.  Finally,  they  were  asked  about  views  and  atti- 
tudes concerning  mental  disorders  and  patients. 

On  the  basis  of  the  relevant  literature  and  the  ex- 
perience of  the  investigator  in  both  countries,  it  was 
hypothesized  that  (a)  the  American  clinicians  would  rate 
higher  symptom  severity  than  the  Turkish  clinicians, 

(b)  they  would  have  a higher  readiness  than  the  Turkish 
clinicians  to  use  the  diagnosis  of  schizophrenia,  and 

(c)  both  groups  would  show  positive  views  and  attitudes 
(e.g.,  being  tolerant,  optimistic,  and  recognizing  patient's 
strength)  about  mental  patients  and  disorders. 

Because  the  normality  assumption  was  not  satisfied, 
nonparametric  methods  were  used  in  comparing  the  centers 
(p  = .05,  two-sided  test). 

The  results  supported  the  first  and  third  hypotheses 
and,  therefore,  the  previous  reports  about  American  psychia- 
trists. Moreover,  the  findings  suggested  the  role  of  con- 
cepts about  syndromes  in  shaping  the  perception  of  symp- 
toms. Despite  the  differences  in  symptom  severity,  the 
symptom  patterns  looked  similar  across  the  four  centers. 

The  previously  found  American  tendency  to  rate  higher 
pathology  as  compared  to  the  British  in  symptoms  especially 
associated  with  schizophrenia  was  not  supported  in  this 
study . 
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The  second  hypothesis  about  diagnosis  was  not  sup- 
ported. Culture  appeared  to  be  the  important  factor  in 
symptom  severity,  but  in  diagnosis  the  particular  orienta- 
tion of  a center  rather  than  culture  appeared  to  be  the 
more  important  determinant  of  the  observed  differences. 
Confidence  in  diagnosis  was  above  the  midpoint  on  the  seven- 
point  scales  even  when  the  information  about  a case  was 
inadequate . 

The  present  study  is  in  line  with  other  studies  that 
support  the  conclusion  that  a descriptive  classification 
system  of  mental  disorders  is  not  enough  to  create  uni- 
formity of  diagnosis  if  clinicians  perceive  and  think  differ- 
ently when  faced  with  the  same  task.  However,  despite  dif- 
ferences, it  should  be  emphasized  that  very  impressive 
similarities  in  describing  symptom  patterns  and  in  views 
and  attitudes  about  mental  disorders  and  patients  were 
found  between  the  two  widely  differing  countries  compared 
in  this  study.  This  finding  creates  optimism  about  increas- 
ing the  similarity  of  judgments  by  clinicians  from  different 
countries . 

It  is  suggested  that  besides  cross-national  studies 
that  compare  symptoms  and  diagnosis,  a more  detailed  analy- 
sis should  be  made  of  the  inferential  strategies  of  clini- 
cians to  identify  the  better  and  the  more  efficient 
strategies. 
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CHAPTER  ONE 
INTRODUCTION 

Statement  of  the  Problem 

In  the  area  of  mental  health  and  disorders  it  is  quite 
clear  that  there  are  differences  between  the  manifestation 
of  mental  disorders  and  between  the  diagnostic  practice  of 
clinicians  from  different  cultures  and  countries.  As 
Kramer  (1969)  noted,  variability  of  diagnostic  practice  is 
a problem  even  in  one  country.  When  transcultural  investi- 
gations are  considered,  the  problem  is  further  complicated 
by  differences  in  sociocultural  backgrounds  of  patients  and 
investigators  and  by  differences  in  training  and  theoretical 
orientation  of  investigators. 

This  points  to  the  extreme  importance  of  a nomen- 
clature and  a system  of  classification  of  mental  disorders 
that  all  countries  can  use  in  clinical  practice  and  re- 
search. The  mental  disorders  section  of  the  International 
Classification  of  Diseases  (ICD)  is  a system  developed  with 
the  basic  aim  of  securing  a comparable  statistical  classifi- 
cation of  disorders  (Kramer,  Sartorius,  Jablensky,  & 
Gulbinat,  1979)  . Because  of  its  statistical  purpose  the 
ICD  is  limited.  This  limitation  led  the  U.S.A.  to  develop 
a more  detailed  and  precise  clinical  modification  of  the 
ICD  (Commission  on  Professional  and  Hospital  Activities, 
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1978) . However,  the  ICD  has  come  a long  way  since  its 
first  publication.  The  ICD-8  and  the  ICD-9  provide  a 
glossary  to  the  mental  disorders  section  and,  moreover,  a 
multiaxial  classification  system  is  being  considered  for 
the  future  revisions  (Kramer  et  al.,  1979). 

As  the  literature  review  will  demonstrate,  the  attempt 
to  develop  a common  language  among  different  countries  and, 
in  fact,  among  different  settings  in  the  same  country  is 
made  difficult  by  differences  in  culture,  training,  and 
theoretical  orientations.  Stengel  (1959),  after  reviewing 
several  systems  of  psychiatric  classification,  suggested 
the  use  of  operational  definitions.  He  pointed  out  that 
it  should  be  less  difficult  to  agree  on  such  a definition 
than  on  a disease  process  in  the  medical  sense.  Zigler  and 
Phillips  (1961)  similarly  suggested  divorcing  the  classifi- 
cation systems  from  Kraepelenian  heritage  and  focusing  on 
description.  Etiology  and  prognosis  should  be  correlates 
of  classes  to  which  their  relationship  is  shown  and  not 
inherent  attributes  of  classifications. 

The  most  recent  revision  of  the  ICD  (World  Health  Or- 
ganization, 1978)  and  the  third  edition  of  the  Diagnostic 
and  Statistical  Manual  of  Mental  Disorders,  known  as  the 
DSM-III,  (American  Psychiatric  Association,  1980)  emphasize 
the  descriptive  approach  although  etiological  considerations 
still  play  a part.  However,  developing  descriptive  systems 
does  not  eliminate  or  reduce  differences  in  orientations  in 
different  cultures  or  settings  in  the  same  culture.  The 
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United  States-Uni ted  Kingdom  Cross-National  Project  (Pro- 
fessional Staff,  1973,  1974)  demonstrated  significant  dif- 
ferences in  the  diagnostic  criteria  of  the  clinicians  from 
these  English-speaking  countries  in  schizophrenia  and 
affective  psychoses. 

Gelfand  and  Kline  (1978)  suggested  that  the  U.S.-U.K. 
differences  in  diagnosis  were,  in  great  part,  due  to  cul- 
tural values  shared  by  the  patients  and  the  psychiatrists. 
Such  sharing  of  views  about  mental  disorders  by  hospital 
staff,  patients,  and  general  public  in  a country,  and  dif- 
ferences between  the  shared  concepts  in  different  countries, 
were  supported  by  the  investigation  of  Townsend  (1975)  in 
Germany  and  the  U.S.A. 

To  such  cultural  factors  theoretical  differences  should 
also  be  added.  In  any  case,  the  point  is  that  mere  de- 
scription or  operational  definitions  may  not  eliminate  the 
conceptual  differences  between  cultures  although  they  may 
help  in  reducing  the  confusion. 

There  are  a number  of  research  diagnostic  criteria  for 
psychiatric  disorders  in  the  U.S.A.  Overall  and  Hollister 
(1979)  compared  six  different  research  diagnostic  criteria 
with  a population  of  patients  who  received  the  clinical 
diagnosis  of  schizophrenia.  They  found  that  alternative 
criteria  defined  different  populations.  In  fact,  some  cri- 
teria excluded  75%  of  the  patients  considered  schizophren- 
ics according  to  current  clinical  concepts.  The  investi- 
gators point  out  that  validities  must  be  studied  before  any 
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one  set  of  criteria  is  accepted  as  superior  to  the  others 
or  to  clinical  diagnostic  concepts. 

Kendell  (1975)  was  of  the  opinion  that  we  could  not 
judge  which  concepts  were  right  and  which  were  wrong  unless 
diagnosis  was  defined  at  a more  fundamental  level  than 
clinical  syndromes.  He  expected  major  changes  in  diagnos- 
tic concepts  as  a result  of  therapeutic  innovations  or  bio- 
chemical or  physiological  discoveries.  Similarly,  Carpenter 
and  Stephens  (1979)  suggested  that  subdividing  schizophrenia 
along  course  or  prognostic  lines  might  be  more  useful  and 
that  attempts  to  divide  along  biologic  and  genetic  lines 
were  promising.  They  indicated  that  new  descriptive  subtypes 
should  be  validated  by  biological,  genetic,  treatment  re- 
sponse, and  outcome  data. 

Until  such  discoveries  in  therapy,  biochemistry,  and 
physiology  are  made  and  diagnosis  becomes  more  satisfactory 
the  need  seems  to  be  to  identify  the  similarities  and  the 
differences  in  the  concepts  of  different  cultures  and  coun- 
tries. Such  information  can  reduce  the  confusion  in  com- 
munication, and  research  can  show  the  concept  that  is  more 
valid  for  specific  purposes.  For  example,  it  is  likely 
that  the  extensively  reported  differences  between  the  U.S. 
and  the  U.K.  made  the  clinicians  aware  of  their  concepts  of 
schizophrenia  and  affective  psychoses.  The  Professional 
Staff  of  the  U.S. -U.K.  Cross-National  Project  (1974)  sug- 
gested Using  three  categories:  (a)  agreed  schizophrenics, 

(b)  agreed  nonschizophrenics,  and  (c)  broad  concept 
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schizophrenics.  Such  a strategy  will  be  quite  useful  in 
validation  studies  besides  clarifying  communication. 

Not  much  is  known  about  the  diagnostic  criteria  of 
developing  countries.  Comparison  of  the  U.S.A.  with  one  of 
the  developing  countries,  Turkey,  will  be  very  informative 
about  the  diagnostic  criteria  in  Turkey.  Such  an  investiga- 
tion will  be  a step  toward  reducing  the  problems  created  by 
differences  between  these  two  countries.  If  each  cultural 
group  or  setting  knows  its  orientation  explicitly,  they  may 
at  least  understand,  for  example,  to  what  types  of  patients 
or  phenomena  they  are  referring  when  they  use  a diagnostic 
label.  They  may  then  examine  the  sources  of  the  differences 
in  more  detail  and  study  the  merits  of  different  concepts 
if  such  differences  are  observed. 

Some  Basic  Problems  in  Psychiatric 
Classification 

Functions  of  Classification 

In  stating  the  problem  the  necessity  of  a classifica- 
tion system  of  mental  disorders  was  taken  for  granted  and 
the  discussion  developed  from  that  point.  However,  one  may 
ask  whether  we  can  do  without  it.  Probably  the  best  answer 
is  given  by  Adams,  Doster,  and  Calhoun  (1977): 

The  first  and  fundamental  step  in  the  study 
of  behavior,  including  abnormal  behavior, 
is  the  grouping  of  observations  into  an  or- 
ganized scheme  so  as  to  make  sense  of  the 
bewildering  array  of  response  patterns. 

Classification  is  the  basis  of  any  science 
because  it  is  the  process  of  identification 
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of  a phenomenon  so  that  events  can  be  measured 
and  communication  can  occur  between  scientists 
and  professionals.  (p.  47) 

Adams  et  al.  (1977)  continued  to  say  that  there  was  no  way 
of  avoiding  classification  and  that,  in  fact,  language  and 
communication  were  themselves  classifications. 

The  immediate  purpose  of  classification  is  description 
and  communication.  After  this  initial  identification  stage 
a classification  system  permits  the  establishment  of  laws 
or  theories  (Adams  et  al.,  1977;  Hempel , 1961).  Hempel 
(1961)  clarified  the  relationship  between  classifications 
and  scientific  concepts.  Each  subclass  in  a classification 
is  defined  by  means  of,  or  as  an  extension  of,  a certain 
concept  which  represents  the  characteristics  essential  for 
membership.  The  terms  that  stand  for  all  the  concepts  in 
science  in  general  or  in  a branch  of  it  forms  its  vocabulary. 
The  two  basic  functions  of  this  vocabulary  are  to  permit 
adequate  description  and  establishment  of  laws  or  theories. 

The  problem  is  not  whether  classification  is  necessary 
or  not,  because  it  is  no  doubt  necessary  for  a scientific 
discipline.  The  problem  is  that  the  existing  psychiatric 
classification  systems  have  shortcomings. 

The  Classical  View  Versus  the  Prototype  View 

One  of  the  problems  in  psychiatric  classi f ication  is 
that  the  classical  view  of  categorization  or  the  ideal 
classes  of  logicians  cannot  be  applied  to  mental  disorders. 
The  classical  view  has  two  critical  assumptions  (Smith  & 
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Medin,  cited  in  Cantor,  Smith,  French,  & Mezzich,  1980). 

The  first  is  that  a small  set  of  singly  necessary  and 
jointly  sufficient  features  define  a category  and  that  any- 
thing that  has  such  features  is  a member.  The  second  is 
that  the  defining  characteristics  of  a higher  and  more  ab- 
stract category  should  be  included  or  nested  in  the  sub- 
categories . 

The  problems  with  this  view  are  the  following:  (a)  It 

is  not  possible  to  specify  the  features  of  most  categories, 
(b)  there  are  borderline  cases,  (c)  members  of  a category 
are  heterogeneous  in  terms  of  the  defining  features, 

(d)  category  members  vary  among  themselves  in  terms  of 
their  typicality  and  ease  of  categorization,  and  (e)  there 
is  less  than  perfect  nesting  of  a higher  and  more  abstract 
category's  features  among  its  subcategories  (Smith  & Medin, 
cited  in  Cantor  et  al. , 1980) . All  of  these  shortcomings 
apply  to  psychiatric  classification. 

Cantor  et  al.  (1980)  pointed  out  that  an  alternative 
view  is  emerging  in  the  psychological  literature  to  which 
they  referred  as  the  prototype  view.  In  this  view  the 
assumption  is  that  the  defining  features  need  only  be  cor- 
related with  category  membership  and  that  they  do  not  have 
to  be  necessary  and  sufficient.  The  prototype  view  empha- 
sizes the  probabilistic  nature  of  diagnostic  categorization, 
and  psychiatric  diagnosis  and  the  diagnostic  system  look 
reasonably  orderly  from  the  perspective  of  the  prototype 
view.  This  view  solves  all  the  problems  of  the  classical 
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view:  (a)  Since  defining  features  are  not  required,  failure 

to  specify  them  is  not  a problem  any  longer,  (b)  if  an  item 
does  not  have  many  of  the  correlated  features  of  a proto- 
type it  is  a borderline  case,  and,  thus,  prototypes  are 
consistent  with  the  existence  of  borderline  cases,  (c)  the 
prototype  view  is  consistent  with  the  existence  of  extensive 
heterogeneity  in  category  members,  (d)  it  makes  sense  out 
of  variations  in  typicality,  where  typical  cases  are  merely 
those  that  share  many  of  the  correlated  features,  and 
(e)  this  view  does  not  require  perfect  nesting. 

This  distinction  between  the  classical  and  the  proto- 
type views  in  psychological  literature  as  presented  by 
Cantor  et  al.  (1980)  appears  to  be  parallel  to  the  distinc- 
tion between  the  monothetic  and  the  polythetic  classifica- 
tion strategies  in  the  psychiatric  literature.  Blashfield 
and  Draguns  (1976)  and  Corning  and  Steffy.  (1979)  have  sug- 
gested the  adoption  of  a polythetic  strategy  in  psychiatric 
classification.  In  monothetic  classification  classes  are 
defined  by  one  or  a few  necessary  key  characteristics  in- 
variant among  the  members,  and  in  polythetic  classification 
classes  are  defined  by  the  presence  of  some  or  most  of  a 
set  of  characteristics  none  of  which  is  necessary  for  mem- 
bership. In  both  the  classical/prototype  distinction  and 
the  monothetic/polythetic  distinction  the  important  point 
for  our  purpose  is  the  emphasis  on  lack  of  a perfect  fit 
between  a member  and  its  class.  As  Cantor  et  al.  (1980) 
noted,  diagnostic  categorization  is  probabilistic  in  nature. 
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Research  supports  the  usefulness  of  such  a system  at  least 
in  schizophrenia.  Carpenter,  Strauss,  and  Bartko  (1974) 
showed  that  the  twelve  most  discriminating  signs  and  symp- 
tons  obtained  from  a stepwise  discriminant  function  analysis, 
when  used  to  make  diagnostic  assignments  on  the  basis  of 
five  or  more,  six  or  more,  and  seven  or  more  symptoms,  re- 
sult in  a significant  differential  between  the  patients  with 
schizophrenia  and  those  without  schizophrenia.  Furthermore, 
they  report  estimates  of  false  positive  and  false  negative 
assignments  at  each  level  of  the  stringency  of  criteria 
chosen . 

As  Cantor  et  al.  (1980)  indicated,  the  DSM-III  came 
very  close  to  the  prototype  view  with  the  adoption  of  diag- 
nostic criteria  which  are  large  sets  of  correlated  defining 
features  and  not  small  sets  of  singly  necessary  and  jointly 
sufficient  features.  The  DSM-III  (American  Psychiatric 
Association,  1980)  provides  inclusion  and  exclusion  criteria 
of  diagnosis  for  most  of  the  classes.  Since  an  internation- 
al classification  has  to  be  based  on  agreement  and  cannot 
be  ahead  of  its  time  (Stengel,  1959),  the  mental  disorders 
section  of  the  ICD-9  (World  Health  Organization,  1978)  is 
behind  in  terms  of  adopting  such  a system  with  inclusion 
and  exclusion  criteria  of  diagnosis. 

One  other  problem  with  the  ideal  abstract  classes  of 
logicians  concerns  the  measurement  of  the  defining  attrib- 
utes of  categories  (Kendell,  1975) . In  the  ideal  classes 
the  defining  features  are  exact:  that  is,  the  features 
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are  never  present  in  partial  form  but  are  either  present  or 
absent.  In  mental  disorders  the  features  can  vary  quanti- 
tatively and,  therefore,  the  classes  are  often  inexact. 
Kendell  (1975)  suggested  imposing  arbitrary  cutoff  points 
on  variables  that  are  graded  so  that  they  are  converted 
into  dichotomous  variables.  The  problem  is  that  clinicians 
are  already  imposing  their  own  idiosyncratic  cutoff  points 
in  diagnosis.  As  long  as  human  perception  is  depended  on 
for  diagnostic  process,  such  differing  cutoff  points  between 
cultures,  settings,  or  other  groups  of  clinicians  will 
contribute  to  the  observed  differences  between  groups. 

Principles  Underlying  the  Classification 
of  Mental  Disorders 

The  role  of  historical  or  sociocultural  factors  in 
psychiatric  conceptualization  has  been  stressed  by  Devereux 
(1958),  Scheff  (1966),  Laing  (1967,  1971),  Szasz  (1974), 
and  Foucault  (1976).  Such  factors  may  play  a role  in  the 
differences  between  various  classification  attempts. 

The  choice  of  criteria  for  forming  classes  of  mental 
disorders  depends  on  the  underlying  general  concept  of 
mental  disorder.  Stengel  (1959)  pointed  out  that  psychia- 
trists in  designing  classifications  had  not  as  a rule  stated 
this  underlying  general  concept  of  mental  disorder.  He 
concluded  that  most  of  the  classification  systems  that  he 
reviewed  were  not  consistent  in  terms  of  the  principles 
underlying  them  and  that  the  most  common  combination  was 
that  of  etiological  and  symptomatological  principles.  He 
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suggested  the  use  of  operational  definitions  to  solve  the 
problem.  Of  course,  in  psychiatric  diagnosis  operational 
definitions  must  be  taken  in  a very  liberal  sense  and  the 
mere  observation  of  characteristics  must  be  allowed  to 
count  as  an  operation  (Hempel,  1961).  Similarly,  Zigler 
and  Phillips  (1961)  suggested  treating  etiology  and  prog- 
nosis as  correlates  of  particular  classes  to  which  their 
relationship  was  shown  so  that  they  would  not  be  confounded 
with  the  classif icatory  principle  of  the  system. 

Usefulness  of  signs  and  symptoms  in  classification  is 
supported  by  some  studies.  The  study  by  Carpenter  et  al . 
(1974)  was  mentioned  earlier.  They  achieved  a significant 
differential  between  the  patients  with  and  without  schizo- 
phrenia by  using  the  most  discriminating  signs  and  symptoms 
obtained  from  a stepwise  discriminant  function  analysis. 

It  is  important  to  note  that  the  data  were  taken  from  the 
International  Pilot  Study  of  Schizophrenia  which  included 
patients  and  clinicians  from  several  different  countries. 

In  a similar  study  Fowler,  Liskow,  Tanna , Lytle,  and 
Mezzich  (1980)  selected  nine  variables,  which  reflected 
past  and  current  symptomatology,  duration  of  symptoms,  and 
behavioral  ratings,  by  discriminant  function  analysis.  This 
nine— var iable  measure  for  discriminating  schizophrenia  and 
primary  affective  disorder  resulted  in  90%  agreement  with 
the  criterion  diagnosis. 

Although  there  are  encouraging  results,  Pope  and 
Lipinski  (1978)  seriously  questioned  the  diagnostic 
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specificity  of  schizophrenic  symptoms  in  their  review  of 
the  relevant  literature.  They  also  pointed  out  that  most 
of  the  symptom  scales  and  checklists  which  were  used  for 
diagnosing  schizophrenia  on  the  basis  of  presenting  symptoms 
alone  had  been  shown  to  be  reliable,  but  that  this  did  not 
mean  that  they  were  valid.  Validity  needs  to  be  demon- 
strated convincingly.  In  contrast  to  schizophrenia.  Pope 
and  Lipinski  concluded  that  certain  affective  symptoms 
appeared  to  show  diagnostic  specificity. 

Hempel  (1961)  indicated  that  scientific  disciplines 
proceed  from  a descriptive  to  a more  theoretical  stage  and 
that  in  medical  science  this  is  reflected  in  the  transition 
from  a largely  symptomatological  to  a more  etiological  point 
of  view.  However,  since  we  do  not  have  much  knowledge 
about  the  etiology  of  mental  disorders,  it  is  probably 
best  to  separate  the  descriptive  and  the  etiological  as- 
pects in  a classification.  Kendell  (1975)  reviewed  the 
works  of  Essen-Moller,  who  suggested  that  a multiaxial 
categorization  would  restrict  the  disputes  about  etiology 
to  that  part  of  the  classification  and  by  forcing  etiologi- 
cal assignments  for  each  patient  it  would  in  time  result  in 
greater  knowledge  of  etiology. 

Today  the  usefulness  of  multiaxial  systems  is  accepted. 
This  can  be  seen  in  the  adoption  of  such  a system  in  the 
DSM-III  (American  Psychiatric  Association,  1980)  and  in  the 
consideration  given  to  adopting  a similar  system  in  the  ICD 
(Kramer  et  al . , 1979).  The  usefulness  of  multiaxial  systems 
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is  supported  by  clinical  experience  and  systematic  studies 
that  show  that  axes  have  important  and  somewhat  independent 
treatment,  etiologic,  and  prognostic  implications  (Strauss, 
1979)  . 


Reliability  and  Validity 


In  the  preceding  sections  of  this  chapter  the  most 
basic  problems  of  classifying  mental  disorders  were  dis- 
cussed. First  of  all,  the  descriptive  classification  system 
as  applied  to  mental  disorders  is  polythetic  or  fits  a pro- 
totype view  rather  than  the  ideal  categories  of  logicians 
and,  therefore,  it  is  not  possible  to  have  patients  that 
all  fit  perfectly  to  categories.  Cantor  et  al.  (1980) 
asked  psychiatrists  to  list  the  clinical  features  of  proto- 
typical patients  for  several  categories  of  functional 
psychoses  and  also  asked  them  to  diagnose  some  cases.  The 
analysis  of  the  data  showed  that  when  viewed  from  the  per- 
spective of  the  prototype  view  psychiatric  diagnosis  and 
the  diagnostic  system  look  reasonably  orderly.  This  is 
their  conclusion: 

Heterogeneity  of  category  membership, 
borderline  cases,  and  imperfect  inter- 
and  intrajudge  reliability  can  all  be 
accepted  and  studied  as  fundamental 
properties  of  the  system,  rather  than 
branded  as  aberrations,  errors  in 
measurement  or  faulty  utilization  of 
an  otherwise  classical  scientific 
system.  (p.  190) 

Similarly,  inexactness  of  categories  does  not  have  to 
be  considered  a fault  but  a natural  condition  when  one 
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deals  with  behaviors  that  are  graded  along  dimensions. 
Moreover,  if  human  beings  are  used  to  observe  such  graded 
features  and  to  dichotomize  them  as  present  or  absent  or 
to  assign  them  scale  values,  some  extraneous  variables  like 
personality  and  context  will  contribute  to  the  process.  A 
similar  statement  can  be  made  for  the  objections  of  differ- 
ent schools  of  psychiatry  to  each  other's  concepts  about 
mental  disorders.  Clinicians  naturally  have  cultural,  theo- 
retical, and  experiental  backgrounds  and,  as  human  beings, 
are  influenced  by  contextual  factors. 

In  the  psychological  literature  there  appears  to  be  a 
growing  interest  to  study  the  judgmental  processes  and  learn 
more  about  where  and  when  they  result  in  undesirable  deci- 
sions rather  than  prejudging  some  inferential  strategies  as 

< 

wrong  under  all  circumstances.  For  example,  McCauley, 

Stitt,  and  Segal  (1980)  pointed  out  that  a valid  concept 
as  well  as  a sterotype  could  be  misused.  Stereotypes  are 
misused  when  one  depends  on  the  sterotype  even  when  more 
information  is  available  or  if  sterotypes  bias  the  data  of 
memory  and  perception.  McCauley  et  al . suggested  that 
stereotypes  were  not  essentially  different  from  other  gen- 
eralizations . Similarly,  Nisbett  and  Ross  (1980)  emphasized 
that  inferential  failures  were  not  necessarily  because  of 
the  existence  of  some  inferential  strategies  that  were  in- 
herently wrong  but  rather  because  of  their  overuse  or  mis- 
use when  other  more  appropriate  strategies  were  available. 
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The  point  is  that  rather  than  immediately  rejecting 
the  classification  of  mental  disorders  one  should  study  the 
factors  that  contribute  to  imperfect  reliability  and  to  try 
to  improve  it  as  much  as  possible  but  by  recognizing  the 
limitations  in  the  present  state  of  knowledge.  Future  dis- 
coveries in  therapy,  biochemistry,  and  physiology  may  result 
in  a breakthrough  and  in  an  increase  in  reliability  and 
validity.  However,  there  are  things  that  can  be  done  in 
the  meantime. 

The  past  several  years  have  seen  the  use  of  opera- 
tional definitions  high  in  specificity  and  atheoretical , 
the  standarization  of  diagnostic  criteria  across  countries 
and  settings,  the  use  of  interview  schedules  to  standardize 
the  information  gathered,  the  training  of  clinicians  in  the 
above  procedures  across  countries  and  settings,  and  the  use 
of  computers  for  diagnosis.  The  International  Pilot  Study 
of  Schizophrenia  (Kramer,  1973;  Sartorius,  Shapiro,  & 
Jablensky , 1974;  Tsuang,  1976)  and  the  United  States-United 
Kingdom  Cross-National  Project  (Professional  Staff,  1973, 
1974)  are  examples  of  such  procedures. 

There  are  a number  of  research  diagnostic  criteria  in 
existence  (Overall  & Hollister,  1979),  and  the  DSM-III 
(American  Psychiatric  Association,  1980)  exemplifies  the 
application  of  such  criteria  throughout  the  U.S.A. 

Spitzer,  Endicott,  and  Robins  (1978)  reported  high  levels 
°f  reliability  with  the  use  of  the  Research  Diagnostic 
Criteria . They  pointed  out  that  witli  only  a few  exceptions 
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the  reliability  figures  they  obtained  were  higher  than  those 
reported  in  other  research  studies.  In  DSM-III  (American 
Psychiatric  Association,  1980)  it  is  reported  that  in  field 
trials  the  interrater  reliability  achieved  for  most  of  the 
categories  is  in  general  higher  than  that  achieved  with  the 
DSM-I  or  DSM-II. 

But  reliability  by  itself  is  not  very  useful.  In  the 
end  it  is  the  predictive  validity  that  determines  the  use- 
fulness of  diagnostic  concepts.  Treatment  and  prognosis 
have  been  found  to  relate  to  diagnosis  at  least  for  the 
functional  psychoses, but  the  relationships  are  not  perfect 
(Kendell,  1975).  For  example,  in  their  five-year  follow-up 
study  Hawk,  Carpenter,  and  Strauss  (1975)  used  the  different 
criteria  of  schizophrenia  as  defined  by  Langfeldt,  by 
Schneider,  and  by  Carpenter,  Strauss,  and  Bartko,  and  com- 
pared the  criteria  in  identifying  a poor  outcome  group. 

They  failed  to  find  differences  in  outcome  between  the 
schizophrenic  groups  as  defined  by  these  criteria.  More- 
over, comparison  of  the  traditional  schizophrenic  subtypes 
resulted  in  no  difference  in  outcome.  However,  despite 
the  overlap  between  the  groups,  there  was  a significant 
difference  between  the  schizophrenic  and  the  nonschizo- 
phrenic groups  in  outcome.  The  investigators'  conclusion 
was  that  the  ability  of  characterist ic  symptoms  to  define 
a disorder  with  a deteriorating  course  had  been  overes- 
timated in  the  past. 
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Similarly,  in  their  review  article  Pope  and  Lipinski 
(1978)  concluded  that  schizophrenic  symptoms  had  no  satis- 
factorily demonstrated  validity  in  determining  diagnosis, 
prognosis,  or  treatment  response.  However,  affective  symp- 
toms appeared  to  have  value  in  these  respects.  This  is 
supported  by  the  recent  findings  of  Prusoff,  Weissman, 
Klerman,  and  Raunsaville  (1980)  who  compared  the  endogenous 
and  the  situational  depression  subtypes  of  the  Research 
Diagnostic  Criteria.  They  found  a differential  response  to 
treatment.  The  patients  with  endogenous  depression  did 
not  respond  to  psychotherapy  alone,  whereas  those  with 
situational  depression  responded  to  psychotherapy  or  medi- 
cation alone. 

Consistent  with  these  findings.  Carpenter  and  Stephens 
(1979)  pointed  out  that  the  classical  subtypes  of  schizo- 
phrenia had  not  been  shown  to  have  predictive  validity  and 
suggested  that  dividing  schizophrenia  along  course  or  prog- 
nostic lines  might  be  more  useful.  They  also  noted  that 
attempts  to  divide  along  genetic  and  biological  lines  were 
promising . 

The  present  state  of  the  art  of  psychiatric  classifi- 
cation is  not  perfect  but  it  is  very  useful  for  communica- 
tion and  research.  Recent  attempts  to  improve  reliability 
have  been  successful  at  least  for  research  purposes.  But, 
apparently,  some  time  has  to  pass  for  the  accumulation  of 
validity  studies  that  use  these  more  reliable  procedures. 

At  present  the  predictive  validity  of  the  traditional 
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diagnostic  categories  appears  to  be  unsatisfactory  although 
there  are  some  encouraging  results.  Separating  description 
from  etiology  in  multiaxial  systems  will  also  help  because 
of  the  possibility  of  etiologic  heterogeneity  in  the  tradi- 
tional syndromes. 

Cross-National  Differences  in  Diagnosis 

Psychiatric  classification  has  problems  even  within 
one  country . On  the  international  scene  the  problem  is 
further  complicated  by  cultural  factors  which  further  lower 
reliability  and  limit  validity.  A system  like  the  DSM-III 
which  incorporates  recent  advances  may  be  enforced  to  some 
extent  in  one  country,  but  as  Stengel  (1959)  pointed  out, 
an  international  classification  system  has  to  be  based  on 
points  of  established  agreement  and,  therefore,  cannot  be 
ahead  of  its  time.  It  is  clearly  necessary  to  identify 
the  different  concepts  in  different  cultures  to  reduce  con- 
fusion in  communication  and  to  study  the  relative  merits  of 
these  concepts.  What  follows  is  a brief  review  of  some  of 
the  basic  findings  of  cross-national  studies.  Experimental 
studies  that  show  the  influence  of  some  conceptions  and 
contextual  factors  will  also  be  reviewed  because  of  their 
relevance . 

There  is  strong  evidence  that  there  are  differences  in 
the  diagnostic  criteria  of  the  American  and  the  British 
clinicians  (Copeland,  Cooper,  Kendell,  & Gourlay,  1971; 
Copeland  & Gourlay,  1973;  Cooper,  Kendell,  Gurland, 
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Sartorius,  & Farkas,  1969;  Gurland,  Fleiss,  Cooper,  Kendell, 
& Simon,  1969;  Gurland,  Fleiss,  Cooper,  Sharpe,  Kendell, 

& Roberts,  1970;  Katz,  Cole,  & Lowery,  1969;  Kendell, 

Cooper,  Gourlay,  Copeland,  Sharpe,  & Gurland,  1971;  Pro- 
fessional Staff,  1973,  1974;  Sharpe,  Gurland,  Fleiss, 
Kendell,  Cooper,  & Copeland,  1974).  Comparison  of  the 
hospital  diagnoses  with  the  project  diagnoses  and  the  video- 
tape comparisons  showed  that  the  criteria  for  the  hospital 
diagnosis  of  schizophrenia  were  not  consistent  in  London 
and  New  York,  and  that  the  American  psychiatrists,  in  gen- 
eral, applied  the  label  to  a wider  variety  of  clinical  con- 
ditions than  the  British  psychiatrists.  The  patients  on 
whom  there  were  diagnostic  disagreements  were  generally 
diagnosed  as  schizophrenic  by  the  American  psychiatrists. 
However,  they  received  a wide  range  of  British  diagnoses, 
especially  the  affective  disorders.  The  distribution  of 
diagnoses  was  similar  in  different  parts  of  England,  whereas 
it  varied  among  different  parts  of  the  United  States.  How- 
ever , with  some  exceptions  the  greater  tendency  of  the 
American  psychiatrists  to  diagnose  schizophrenia  was  ob- 
served throughout  the  United  States. 

The  contrast  reflects  a broad  and  a narrow  concept  of 
schizophrenia.  An  important  factor  in  this  difference  may 
be  the  expansion  of  the  American  concept  after  the  second 
World  War  probably  as  a result  of  the  growth  of  psycho- 
analytic therapy  in  the  U.S.A.  (Professional  Staff,  1974). 
Cultural  values  shared  by  patients  and  psychiatrists  may 
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also  be  responsible  for  the  observed  differences  (Gelfand 
& Kline,  1978).  Sharing  of  views  on  mental  disorders  by 
hospital  staff,  patients,  and  general  public  was  studied  by 
Townsend  (1975)  in  the  U.S.A.  and  Germany.  German  patients 
agreed  with  their  staff  and  the  public  that  mental  disorders 
are  biological  diseases  which  are  virtually  incurable, 
whereas  the  American  groups  tended  to  see  mental  disorders 
as  behavioral  phenomena  which  can  be  cured. 

Rawnsley  (1967)  compared  the  diagnoses  given  to  a 
series  of  written  case  summaries  in  the  United  States, 
England,  Norway,  Sweden,  and  Denmark.  The  results  showed 
that  the  American  psychiatrists  tended  to  diagnose  schizo- 
phrenia, where  Europeans  tended  to  diagnose  depression, 
obsessional  disorder,  or  paranoid  psychosis.  Also,  Scandi- 
navians tended  to  diagnose  psychogenic  psychosis,  where 
the  British  and  the  Americans  tended  to  diagnose  neurotic 
illness.  Kendell,  Pichot,  and  von  Cranach  (1974)  compared 
the  diagnoses  of  British,  French,  and  German  psychiatrists 
with  the  use  of  videotape  recordings  of  patients.  The  re- 
sults showed  that  they  had  similar  concepts  of  schizo- 
phrenia, neurotic  illness,  personality  disorder,  and  alco- 
holism. However,  they  differed  markedly  in  the  case  of 
affective  illness,  particularly  manic-depressive  illness. 

The  British  psychiatrists  had  much  broader  concepts  of 
neurotic  and  psychotic  depression  and  of  mania  than  the 
French  psychiatrists.  Germans  had  an  intermediate  position 
between  them. 
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Koehler  and  Jacoby  (1978)  compared  the  hospital  and 
the  project  diagnoses  from  the  United  States-United  Kingdom 
Cross-National  Project  with  the  hospital  diagnoses  from  a 
Schneiderian  hospital'  in  Germany.  With  some  exceptions  most 
of  the  significant  differences  observed  between  the  hospital 
rates  disappeared  when  the  project  diagnoses  were  used  for 
comparison.  The  United  States-United  Kingdom  comparison  is 
already  well  documented.  Comparisons  between  German  and 
British  hospital  diagnoses  supported  the  most  important 
observations  of  Kendell  et  al.  (1974)  with  two  exceptions: 
the  Germans  and  the  British  appeared  to  share  the  same 
concept  of  depressive  neurosis  and  they  did  not  appear  to 
share  the  same  concept  of  personality  disorder.  In  the 
case  of  the  American  and  German  hospital  rates,  the  American 
rate  for  schizophrenia  was  significantly  higher  than 
the  German  rate.  On  the  other  hand,  the  German  rates  were 
significantly  higher  than  the  American  rates  for  manic- 
depressive  illness,  neuroses,  and  personality  disorders. 

The  International  Pilot  Study  of  Schizophrenia  (Kramer, 
1973)  provides  probably  the  only  reliable  information  about 
diagnostic  criteria  outside  of  North  America  and  Western 
Europe.  Out  of  the  nine  centers  in  Colombia,  Czechoslovakia, 
Denmark,  India,  Nigeria,  Republic  of  China,  Union  of  Soviet 
Socialist  Republics,  United  Kingdom,  and  the  United  States 
of  America,  seven  had  substantially  the  same  concept  of 
schizophrenia.  However,  in  Moscow  and  Washington,  the 
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concepts  of  schizophrenia  was  broader  than  those  in  the 
other  countries. 

It  appears  that  the  readiness  of  the  American  clini- 
cians to  diagnose  schizophrenia  and  the  readiness  of  the 
British  clinicians  to  diagnose  affective  disorders  as  com- 
pared to  each  other  and  to  some  other  countries  is  supported 
by  the  studies  reviewed.  It  appears  that  more  representa- 
tive samples  of  clinicians  are  required  in  other  countries 
before  any  definite  conclusions  can  be  made  concerning  their 
concepts . 

Although  culture,  training,  and  theoretical  background 
may  be  the  basic  underlying  factors  resulting  in  the  ob- 
served differences  between  countries,  as  Kendell  (1975) 
noted,  it  is  not  clear  which  aspects  of  the  diagnostic 
process  are  involved.  It  appears  that  diagnostic  stereo- 
types are  not  important.  Hordern,  Sandifer,  Green,  and 
Timbury  (1968)  compared  the  diagnostic  stereotypes  of 
American  and  British  psychiatrists  and  found  them  to  be 
quite  similar.  If  they  agreed  on  the  characteristic  symp- 
toms but  still  used  certain  labels  differently,  as  demon- 
strated in  other  studies,  it  could  mean  that  diagnostic 
stereotypes  were  not  important  in  diagnosis  in  these  two 
countries . 

Kendell  (1975)  suggested  other  possibilities.  First, 
technical  terms  may  have  different  meanings  for  different 
groups  of  clinicians.  Secondly,  there  may  be  differences 
among  clinicians  in  the  degree  of  correspondence  between 
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symptoms  and  a stereotype  that  they  demand  before  being 
satisfied  about  a label.  Thirdly,  they  may  perceive  or 
recognize  different  symptoms  in  spite  of  observing  the 
same  behavioral  phenomena.  Katz  et  al . (1969)  suggested 

a fourth  possibility:  Clinicians  may  have  different 

thresholds  for  sensing  the  presence  of  symptoms.  All  these 
may  be  operating  interactively  in  the  creation  of  the  dif- 
ferences between  clinicians. 

The  role  of  the  first  factor,  technical  terms,  was 
supported  by  the  United  States-United  Kingdom  Cross-National 
Project  (Kendell  et  al.,  1971;  Professional  Staff,  1974; 
Sharpe  et  al.,  1974).  Videotape  comparisons  were  made  with 
two  sets  of  ratings:  ratings  of  items  defined  in  a straight- 

forward language  and  using  nine-point  scales  (the  simple 
set) , and  ratings  of  technical  terms  as  absent  or  present. 

The  American  clinicians  recorded  more  or  more  severe  psycho- 
pathology than  did  the  British  audiences  on  both  sets  of 
ratings.  On  the  simple  set  the  American  ratings  were  uni- 
formly higher,  but  when  using  technical  terms,  the  Americans 
rated  higher  pathology  particularly  in  the  terms  associated 
with  schizophrenia  and  to  a much  lesser  extent  in  the  de- 
pressive terms.  The  investigators  suggested  that  the 
superiority  of  the  simple  set  was  due,  first,  to  clear  op- 
erational definitions  with  the  relative  absence  of  diagnostic 
connotations,  and,  secondly,  to  a nine-point,  rather  than  a 
dichotomous,  scale  that  they  used.  The  results  with  the  simple 
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set  was  also  demonstrated  by  Katz  et  al.  (1969)  with  clini- 
cians from  the  United  States  and  the  United  Kingdom. 

Kendell  (1975)  thought  that  the  influence  of  the  tech- 
nical terms  suggested- a conceptual  element  and  that  the 
observation  of  higher  ratings  even  in  the  case  of  the  simple 
set  suggested  perceptual  differences.  However,  Kendell  did 
not  explain  what  he  meant  by  perceptual  differences.  Con- 
ceptual and  contextual  factors  may  influence  or  shape  per- 
ception so  that  it  may  be  difficult  to  differentiate  "pure" 
perceptual  factors  from  conceptual  or  contextual  factors. 
Perceptual  difference  may  probably  be  defined  as  the  dif- 
ference observed  when  conceptual  and  contextual  factors  are 
held  constant  between  the  groups  of  clinicians  compared. 
However,  the  difference  observed  between  the  technical 
terms  and  the  simple  set  mentioned  earlier  does  not  prove 
the  existence  of  perceptual  differences  not  shaped  by  con- 
ceptual or  contextual  factors.  Some  conceptual  factor 
other  than  that  related  to  the  technical  terms  may  well  be 
operating  to  produce  the  uniformly  higher  ratings  of  the 
American  clinicians  than  those  of  the  British  clinicians  in 
the  simple  set. 

Besides  cross-national  studies,  some  experimental 
studies  also  show  the  influence  of  contextual  factors  and 
conceptions  on  ratings  or  diagnosis  by  clinicians.  A study 
by  Kendell  (1968)  showed  that  psychiatrists'  ratings  of 
clinical  features  for  a series  of  patients  were  biased  by 
their  conceptions  about  the  classification  of  depression. 
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Di  Nardo  (1975)  found  that  a lower-class  interview  elicited 
higher  pathology  ratings  than  a middle-class  interview  on 
a Q-sort  task  performed  by  clinical  psychology  students. 
Moreover,  although  the  psychiatrists'  diagnostic  sugges- 
tions caused  a significant  increase  in  ratings  of  pathology, 
the  psychologists'  suggestions  had  no  effect. 

Diagnosis  in  psychiatry  is  influenced  significantly  by 
suggestions  in  the  form  of  diagnostic  labels  (Di  Nardo, 

1975;  Temerlin,  1968;  Temerlin  & Trousdale,  1969)  and  socio- 
economic status  (Lee  & Temerlin,  1970) . The  profession  of 
the  person  making  the  suggestion  (Di  Nardo,  1975)  and  the 
profession  and  educational  status  of  the  diagnostician  who 
receives  the  suggestions  (Temerlin,  1968)  are  factors  that 
influence  the  susceptibility  to  suggestions.  Hospital 
setting  (Rosenhan,  1973)  and  information  concerning  the 
mental  health  of  the  twin  brother  of  a case  (Reade  & 
Wertheimer,  1976)  were  similarly  shown  to  influence  the 
diagnostic  assignments.  Furthermore,  the  decision  to  admit 
to  hospital  and  prescribe  medication  is  influenced  by  the 
experience  of  staff  (Meyerson,  Moss,  Belville,  & Smith, 

1979)  . Finally,  the  theoretical  orientations  of  clinicians 
and  suggestions  in  the  form  of  labels  influence  the  ratings 
of  adjustment  (Langer  & Abelson,  1974) . All  these  findings 
about  the  ratings  and  diagnostic  assignments  by  clinicians 
support  the  conclusion  that  clinicians  are  vulnerable  to  the 
influence  of  contextual  and  conceptual  factors. 


However , 
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it  should  be  emphasized  that  the  influence  of  such  factors 
does  not  necessarily  lead  to  undesirable  consequences. 

On  the  basis  of  this  review,  one  could  conclude  that 
there  appear  to  be  conceptual  differences  between  clinicians 
from  different  cultures  who  concurrently  diagnose  differ- 
ently. Experimental  evidence  also  supports  the  influence 
of  contextual  factors  and  concepts  in  ratings  of  pathology 
or  in  diagnosis. 

If  there  are  conceptual  differences  between  the  clini- 
cians from  different  cultures  or  settings,  it  may  be  diffi- 
cult to  change  them.  Both  Katz  et  al.  (1969)  and  Kendell 
(1975)  have  pointed  out  that  clarifying  language  and  using 
operational  definitions  would  not  eliminate  such  differences 
although  they  might  help  to  some  extent.  In  his  comparison 
of  French  and  American  classifications  Kroll  (1979)  noted 
that  American  psychiatry  was  nonphilosophical  or  even  anti- 
philosophical  in  its  major  directions.  In  contrast,  French 
psychiatry  had  been  influenced  by  philosophical  thinking. 
Kroll  thought  that  the  differences  would  guarantee  communi- 
cation problems. 

It  seems  that  the  best  way'  out  of  this  situation  is  to 
keep  the  international  classification  at  a descriptive  level 
and  adopt  a multiaxial  system  so  that  the  results  of  valid- 
ity studies  can  be  incorporated  into  the  system  without  con- 
founding the  descriptive  aspect  of  the  system.  In  time, 
with  the  increase  in  knowledge  about  the  syndromes  at  a more 
basic  level  such  as  physiology  and  biochemistry,  the  system 
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may  become  more  reliable  and  valid.  During  this  time  clear 
operational  definitions,  standardized  data  collection,  and 
explicit  diagnostic  rules  will  help  in  improving  reliability 
and  help  in  validity  studies. 

Another  need  is  to  continue  identifying  the  differences 
and  similarities  between  countries  in  diagnosis  and  other 
concepts  about  mental  disorders.  This  will  help  a great 
deal  in  clarifying  communication.  At  least  different  cen- 
ters will  have  an  idea  about  what  type  of  patients  each 
other  refer  to  when  they  use  the  same  diagnostic  label.  As 
a further  step,  the  sources  of  the  differences  can  be  in- 
quired into  and  validity  studies  can  show  the  more  useful 
concepts  if  differences  are  observed. 

The  present  research  intends  to  further  the  knowledge 
in  this  area.  There  is  not  enough  systematic  information 
outside  of  the  more  developed  countries.  In  the  present 
research, clinicians  from  a developing  country,  Turkey,  are 
compared  with  those  from  the  United  States.  These  two 
countries  are  chosen  because  one  is  developed  and  the  other 
is  a developing  country,  because  to  the  knowledge  of  the 
investigator  there  are  no  published  systematic  findings  in 
this  area  for  Turkey,  and  because  the  investigator  is  from 
Turkey  and  is  educated  in  clinical  psychology  both  in 
Turkey  and  the  United  States. 
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Turkey  and  the  United  States 

Because  of  a lack  of  adequate  comparative  information 
in  the  case  of  Turkish  diagnostic  procedures  it  is  diffi- 
cult to  formulate  hypotheses.  Expectations  in  this  study 
are  mostly  based  on  the  findings  of  American  psychiatry, 
psychology,  and  anthropology. 

The  literature  review  demonstrated  the  greater  readi- 
ness of  the  American  clinicians  as  compared  to  those  of 
other  countries  to  use  the  diagnosis  of  schizophrenia.  Gel- 
fand  and  Kline  (1978)  suggested  that  American  psychiatrists 
were  more  sensitive  toward  odd  or  withdrawn  behavior  in  con- 
trast to  disturbances  of  mood  and  affect.  Al-Issa  (1978) 
emphasized  the  readiness  of  Western  psychiatry  to  consider 
hallucinations  as  a sign  of  schizophrenia.  He  noted  that 
the  attitudes  and  social  expectations  were  shared  by  the 
patient,  his  cultural  group,  and  the  professionals.  West- 
ern attitude  discourages  the  occurrence  and  report  of 
hallucinations.  In  contrast,  in  many  non-Western  cultures 
the  development  and  report  of  hallucinations  tend  to  be 
encouraged.  Oztiirk  (1964),  in  his  study  of  folk  diagnosis 
in  Turkey,  indicated  that  if  somebody  was  hallucinated 
or  delusional  but  not  destructive  or  very  unstable  he 
might  not  be  considered  insane  by  others,  especially  if 
the  hallucinations  or  delusions  had  a religious  content. 
Oztiirk  suggested  that  external  manifestations  of  socially 
unacceptable  behaviors  were  more  important  determinants  of 
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labeling  than  harmless  autoplastic  thought  disturbances. 
Kiev  (1972)  similarly  noted  that  Western  cultures  favored 
the  sick  role  for  paranoid  ideation,  hallucinations,  and 
depressive  states,  while  traditional  societies  were  more 
sensitive  toward  behaviors  such  as  adolescent  rebellion  and 
lack  of  respect  for  elders,  which  threatened  the  status  quo. 
Many  non-Western  cultures  attribute  all  hallucinatory  ex- 
periences, dissociational  states,  and  other  altered  states 
of  consciousness  to  possession  by  or  contact  with  a spirit 
(Al-Issa,  1978).  Murphy  (1976),  also,  concluded  on  the  basis 
of  her  studies  of  Yorubas  and  Eskimos  that  phenomena  that 
we  label  mental  disorder  could  go  unlabeled  in  other  cul- 
tures. However,  in  evaluating  all  these  views  and  findings, 
one  should  recognize  that  each  country  may  have  several 
cultural  groups  in  it  and  that  generalizations  for  the  whole 
country  may  not  hold  true  for  some  of  its  cultural  groups. 

On  the  basis  of  the  views  and  findings  we  reviewed,  we 
may  expect  more  schizophrenic  assignments  from  the  American 
clinicians  than  from  the  Turkish  clinicians.  However,  a 
complicating  factor  is  that  the  Turkish  clinicians  are  in- 
fluenced by  Western  psychiatric  and  psychological  concep- 
tions. This  factor  may  reduce  or  eliminate  cultural  dif- 
ferences . 

Another  finding  pointed  out  earlier  is  that  the 
American  clinicians  record  more  or  more  severe  psycho- 
pathology than  the  British  clinicians  in  general  and  that 
in  the  case  of  technical  terms  higher  ratings  are 
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Particularly  associated  with  schizophrenia.  This  may  be 
another  area  that  can  be  compared  between  Turkey  and  the 
United  States. 

Other  areas  that  can  be  inquired  into  concern  attitudes 
and  views  on  mental  disorders,  how  the  behavior  of  a mental 
patient  is  perceived,  expectations  from  the  patient  in  the 
hospital,  views  on  responsibility  in  improvement,  and  on 
usefulness  of  classification,  etiology,  and  prognosis. 

A review  of  the  relevant  literature  by  Rabkin  (1972) 
illustrated  the  generally  negative  and  rejecting  attitude 
toward  mental  disorders  of  most  of  the  American  public.  In 
the  case  of  mental  health  personnel,  the  typical  finding 
was  that  lower-status  personnel  were  more  authoritarian  and 
restrictive  toward  mental  patients,  whereas  the  personnel 
with  advanced  professional  training  (psychiatrists,  psy- 
chologists, and  social  workers)  recognized  the  strengths  of 
patients  more,  were  more  liberal  and  tolerant,  and  were  more 
optimistic  about  recovery.  Of  course,  those  holding  the 
lower  and  the  higher  positions  also  differ  in  some  demo- 
graphic variables. 

Negative  attitudes  toward  patients  can  be  changed 
through  personal  contact  with  patients  and  mental  hospitals 
and  a supplementary  educational  program  (Rabkin,  1972). 
However,  Jaffe,  Maoz,  and  Avram  (1979)  demonstrated  in 
Israel  that  the  direction  of  the  change  depended  on  the 
prevailing  attitude  in  the  hospital. 
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The  findings  suggest  that  the  American  psychiatrists, 
psychologists,  and  social  workers  in  general  have  positive 
attitudes  toward  their  patients  and  that  these  attitudes 
will  encourage  the  development  of  similar  attitudes  in 
their  students.  In  the  case  of  Turkey,  a similar  positive 
attitude  can  be  expected  from  similar  high-status  staff. 

This  expectation  is  based  on  the  investigator's  personal 
experience  in  Turkish  hospitals  and  on  the  conclusions  of 
Rabkin  (1972)  about  the  personnel  with  advanced  professional 
training . 

In  the  following  hypotheses  section  these  expectations 
are  briefly  stated.  Since  the  study  is  exploratory  in 
nature  because  of  lack  of  adequate  information  on  Turkish 
diagnostic  practices,  the  hypotheses  are  more  tentative 
than  usual. 

Hypotheses 

1.  American  clinicians  are  likely  to  attribute  higher 
severity  to  symptoms  of  mental  disorders  than  Turkish 
clinicians . 

2.  American  clinicians  are  likely  to  show  a greater 
readiness  to  diagnose  schizophrenia  than  Turkish 
clinicians . 

3.  In  general,  positive  attitudes  or  views  about  mental 
disorders  and  patients,  such  as,  recognizing  the 
strengths  of  patients,  being  tolerant  of  deviant  behav- 
ior, and  being  optimistic  about  recovery,  are  expected 
from  the  clinicians  of  both  countries. 


. CHAPTER  TWO 
METHOD 

Settings 

Two  centers  in  each  country  were  selected  for  the  com- 
parative study.  The  main  reason  for  including  two  centers 
from  each  country  is  to  see  whether  the  differences  observed 
are  the  result  of  cultures  or  of  the  particular  centers. 

The  hospitals  and  the  mental  health  center  included  in  the 
study  are  not  necessarily  representative  of  the  countries. 
Because  of  time  and  financial  limitations  it  was  not  possible 
to  sample  a larger  number  of  centers.  The  Professional 
Staff  of  the  United  States-United  Kingdom  Cross-National 
Project  (1974)  used  a similar  approach.  They  started  com- 
parisons in  particular  centers  and  then  involved  more 
centers . 

The  centers  used  in  this  study  were  chosen  on  the  basis 
of  the  investigator's  familiarity  with  the  professional 
staff  of  these  centers,  which  was  helpful  in  securing  the 
cooperation  of  the  staff  and  in  collecting  the  data  for  this 
study . 

The  centers  included  are  the  J.  Hillis  Miller  Health 
Center  of  the  University  of  Florida  ( JHMHC ) in  Gainesville, 
Florida;  the  Henderson  Mental  Health  Center  (Henderson)  in 
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Ft.  Lauderdale,  Florida;  and  Hacettepe  University 
(Hacettepe)  and  the  University  of  Ankara  (Ankara)  both  of 
which  are  in  Ankara,  Turkey.  The  investigator  had  clini- 
cal training  in  Hacettepe  during  two  years  of  master's 
training,  and  he  completed  his  one  year  of  clinical  psy- 
chology internship  in  Henderson.  He  also  had  practicum 
training  for  one  semester  as  an  undergraduate  in  Ankara, 
and  took  his  doctoral  training  at  JHMHC.  This  latter  in- 
cluded personal  contacts  with  the  psychiatric  and  psychology 
staff,  and  research  experience  which  involved  reviewing 
patient  charts  from  the  psychiatric  services  at  JHMHC. 

All  four  centers  are  located  in  urban  environments . 
However,  since  Hacettepe  and  Ankara  are  among  the  best 
known  hospitals  in  Turkey  and  serve  nationally,  they  are 
more  representative  than  Henderson  or  JHMHC  which  are  just 
two  of  the  very  large  number  of  hospitals  in  the  United 

States  and  serve  only  local  and  regional  populations.  Al- 
though Henderson  is  a mental  health  center,  only  the  adult 

and  intake  units  were  involved  in  the  study.  In  the  other 

hospitals  data  were  collected  from  almost  all  the  profes- 
sional staff  of  the  psychiatry  departments. 

All  the  centers  have  inpatient  and  outpatient  services 
with  the  exception  of  Henderson  which  is  outpatient  only. 
However,  the  Henderson  staff  sees  psychotic  patients 
who  may  not  be  in  a severe  and  active  phase  of 
their  disorder.  All,  again  with  the  exception  of  Henderson, 
are  part  of  teaching  hospitals.  However,  Henderson  conducts 
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internship  and  practicum  training  for  students  from  dif- 
ferent universities. 


Subjects 

The  subjects  are  the  professional  staff  (psychiatrists, 
psychologists,  and  social  workers)  of  the  psychiatry  de- 
partments in  the  case  of  the  hospitals,  and  the  adult  and 
intake  units  in  the  case  of  Henderson.  Since  the  number  of 
clinicians  changed  between  the  time  lists  of  staff  members 
were  obtained  and  the  time  when  the  questionnaires  were 
sent  to  be  filled  out,  the  return  rates  to  be  reported 
should  be  accepted  as  approximate.  In  the  case  of  the 
American  centers  the  questionnaires  were  distributed  to  all 
the  members  of  the  departments  involved.  In  JHMHC  out  of 
43  distributed  19  (44%)  were  returned,  and  in  Henderson 
out  of  24  distributed  14  (58%)  were  returned.  In  Turkey 

the  questionnaires  were  distributed  to  most  of  the  staff. 

In  Hacettepe  25  were  distributed  among  29  members  and  18 
(72%  among  those  who  received  the  questionnaire)  were  re- 
turned. In  Ankara  22  were  distributed  among  28  members 
and  12  (54%  among  those  who  received  the  questionnaire) 
were  returned. 

There  was  some  difficulty  in  organizing  the  data  col- 
lection in  Turkey  from  the  United  States.  Apparently,  in 
Ankara  the  assistants  (equivalent  to  residents)  who  have 
the  least  experience  among  psychiatrists  were  not  given 
the  questionnaire.  This  is  reflected  in  the  years  of 
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contact  with  patients  which  shows  that  the  lower  limit  of 
the  range  for  Ankara  is  higher  than  those  for  the  other 
centers  (see  Table  2).  In  the  case  of  Hacettepe  the  dis- 
tribution appears  to  have  been  more  random.  In  any  case, 
in  all  the  centers  the  return  rates  are  quite  high  and,  in 
fact,  surprisingly  high  for  a long  questionnaire. 

The  most  important  demographic  characteristics  of 
those  clinicians  who  returned  the  questionnaire  are  shown 
in  Table  1.  The  demographic  characteristics  of  the  clini- 
cians are  similar  among  the  centers  with  the  exception  of 
the  sex  distribution  in  JHMHC  which  shows  a much  larger 
number  of  males  than  females.  The  other  centers  also  have 
a large  number  of  male  respondents  but  the  male/female 
differences  are  not  as  striking.  Average  age  is  around  35 
to  39  years,  with  a range  from  25  to  60  years  reflecting 
the  presence  of  young  residents  or  students  as  well  as 
older  and  experienced  staff.  Almost  all  the  clinicians 
were  born  in  and  lived  in  urban  environments. 

The  professional  and  educational  characteristics  of 
the  clinicians  are  shown  in  Table  2.  In  terms  of  education 
it  appears  that  most  of  those  who  responded  to  the  ques- 
tion got  their  education  in  their  own  countries.  However, 
in  the  United  States,  especially  in  JHMHC,  there  are  those 
educated  in  other  countries.  In  Turkey,  Hacettepe  has  some 
members  who  had  graduate  training  in  the  United  States. 

One  interesting  observation  is  that  some  of  the  clinicians 
from  the  Turkish  centers  did  not  answer  the  question 
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Table  1 

Demographic  Characteristics  of  the  Respondents 


Centers 

Characteristics 

Henderson 
(n  = 14) 

JHMHC3 
(n  = 19) 

Ankara 
(n  = 12) 

Hacettepe*3 
(n  = 18) 

Sex 

Male 

9 

15 

7 

9 

Female 

5 

3 

5 

8 

Age  (years) 

Mean 

39.5 

37.1 

35.3 

37.1 

Range 

25-57 

24-57 

28-60 

28-57 

Birth  place 

Rural 

2 

3 

2 

2 

Urban 

12 

15 

10 

15 

Lived  mostly 

Rural 

1 

2 

Urban 

13 

16 

12 

17 

Note . All  the  figures  with  the  exception  of  means  and  ranges  are 
frequencies . 

One  respondent  in  JHMHC  did  not  complete  this  section. 

One  respondent  in  Hacettepe  did  not  complete  this  section. 
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Table  2 

Professional  Characteristics  of  the  Respondents 


Centers 

Characteristics 

Henderson 
(n  = 14) 

JHMHC3 
(n  = 19) 

Ankara 
(n  = 12) 

Hacettepe^ 
(n  = 18) 

Q 

Education 

Undergraduate 

U.S.A. 

11 

12 

Turkey 

8 

15 

Other 

3 

6 

Graduate 

U.S.A. 

11 

11 

2 

Turkey 

9 

9 

Both  U.S.A. 
and  Turkey 

2 

Other 

2 

6 

Both  U.S.A. 
and  "other" 

1 

1 

Profession 

Psychiatrist 

4 

17 

10 

15 

Psychologist 

7 

1 

2 

2 

Social  worker 

3 

Years  of  contact 
with  patients 

Mean 

12 

8 

9 

11 

Range 

1-29 

h-31 

5-26 

3-32 

Note.  All  the  fiqures  with  the 
frequencies . 

exception 

of  means  and 

ranges  are 

aOne  respondent  in 

JHMHC  did  not 

complete 

this  section. 

One  respondent  in  Hacettepe  did  not  complete  this  section. 

Q 

The  frequencies  for  the  Turkish  centers  do  not  add  up  to  the  total 
number  of  respondents  because  some  did  not  answer  the  relevant 
questions . 
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about  the  place  of  their  education.  Since  the  question 
about  education  appears  straightforward,  the  most  likely 
explanation  is  that  the  respondents  simply  assumed  that 
the  investigator  knew  that  they  were  or  are  being  educated 
in  Turkey. 

With  the  exception  of  Henderson,  psychiatrists  form 
the  great  majority  of  respondents  in  all  the  centers,  with 
just  one  or  two  psychologists.  Henderson  has  mostly 
psychologists  and  to  a lesser  extent  psychiatrists  and 
social  workers. 

The  average  years  of  experience  with  mental  patients 
does  not  differ  remarkably  among  the  centers  and  is  around 
8 to  12  years.  The  range  is  from  6 months  to  37  years 
(32  if  the  case  with  37  years  is  excluded)  again  reflecting 
the  presence  of  young  residents  and  students  and  experienced 
older  members.  In  Ankara  the  lower  limit  is  five  years 
which  reflects  the  exclusion  of  the  less  experienced  mem- 
bers from  the  sample  due  to  difficulty  in  communication  in 
the  data  collection  phase  of  the  study. 

In  summary,  the  respondents  do  not  appear  to  be  re- 
markably different  from  each  other  in  terms  of  the  vari- 
ables reviewed  with  the  following  exceptions:  (a)  JHMHC 

has  a notably  higher  number  of  males  than  females, 

(b)  JHMHC  has  a high  number  of  people  educated  outside  of 
the  United  States  although  still  most  of  its  members  were 
educated  in  the  United  States,  (c)  in  Ankara  clinicians 


39 


with  less  experience  were  excluded,  and  (d)  in  Henderson 
there  are  mostly  psychologists  rather  than  psychiatrists. 

Instruments 

A questionnaire  is  the  data  gathering  instrument  in 
this  study  (see  Appendix  A) . It  has  an  English  and  a 
Turkish  version.  It  reached  its  final  form  after  revisions 
by  the  investigator,  his  supervisory  committee,  and  two 
Ph.D. -level  clinical  psychologists  from  Henderson.  The 
Turkish  version  was  reviewed  in  detail  by  a Turkish  clinical 
psychologist  from  Hacettepe. 

The  English  version  was  developed  before  the  Turkish 
version  by  the  investigator  on  the  basis  of  his  knowledge 
of  the  problem  area  and  by  reviewing  relevant  published 
material.  Some  adaptation  or  modification  was  done  on 
these  published  materials  as  will  be  described  later  in 
this  section.  On  the  basis  of  a review  by  the  doctoral 
supervisory  committee  the  questionnaire  was  revised  and 
modifications  were  made.  This  questionnaire  was  answered 
by  two  Ph.D. -level  clinical  psychologists  with  several 
years  of  experience  in  Henderson,  and  on  the  basis  of  their 
comments  other  corrections  were  made. 

When  the  final  form  was  completed,  it  was  translated 
into  Turkish  by  the  investigator.  This  translation  was 
reviewed  in  detail  by  a clinical  psychologist  from 
Hacettepe  who  earned  her  Ph.D.  in  the  United  States  and 
has  12  years  of  clinical  experience.  She  made  corrections 
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and  comments  on  the  basis  of  which  the  investigator  devel- 
oped the  final  Turkish  version  of  the  questionnaire. 

The  questionnaire  included  a separate  booklet  which 
provided  the  classification  to  be  used  in  diagnosing  the 
cases  in  the  questionnaire.  The  questionnaire  itself  con- 
sists of  five  sections:  (a)  background  information, 

(b)  short  case  histories,  (c)  a long  case  history,  (d)  typi- 
cal (stereotype)  symptomatology,  and  (e)  semantic  differen- 
tial and  questions. 

The  use  of  written  cases  for  cultural  comparisons  is 
justified  by  the  ease  of  data  collection  as  well  as  by  re- 
search. Kendell  (1973)  demonstrated  that  accuracy  of  di- 
agnosis, using  the  final  hospital  diagnosis  as  the  criterion, 
and  the  confidence  of  clinicians  in  their  diagnoses  were 
just  as  high  for  audiotapes  and  transcripts  as  for  video- 
tapes. Kendell  (1975)  observed  that  psychiatrists  relied 
almost  entirely  on  what  the  patient  said  rather  than  on  how 
he  behaved  and  that  this  justified  the  use  of  transcripts 
and  audiotapes  for  research  purposes  without  losing  vital 
information . 

The  reason  for  using  short  rather  than  long  cases  was 
to  provide  adequate  yet  minimal  information  so  that  the 
respondents  would  project  their  own  interpretations  to  the 
material.  The  assumption  is  that  their  responses  on  the 
basis  of  such  minimal  information  will  give  us  their  readi- 
ness to  respond  in  particular  ways.  Short  cases  also  save 
time  and  permit  the  use  of  a larger  number  of  cases. 
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The  three  short  cases  were  selected  so  that  they  would 
elicit  a range  of  diagnoses.  Two  of  the  cases  (Case  1 and 
Case  3)  are  from  Star  (reprinted  in  Cumming  & Cumming, 

1957)  and  one  (Case  2)  is  from  Kendell  et  al.  (1971) . The 
case  by  Kendell  etal.  was  especially  included  because  it 
was  sketchy  and  appeared  to  be  a very  difficult  case  to 
diagnose.  Some  adaptation  was  necessary  in  the  beginning 
sentences  of  the  Star  vignettes.  The  beginning  introductory 
sentences  appropriate  for  an  interview  were  eliminated  to 
make  the  cases  suitable  for  a questionnaire  style. 

The  longer  case  history  is  a somewhat  shortened  version 
of  a case  from  English  and  Finch  (1957) . In  that  text  the 
case  is  given  as  an  example  of  schizoaffective  type  of 
schizophrenia.  The  reason  for  selecting  this  case  was  be- 
cause of  its  mixed  symptomatology.  Because  the  American 
clinicians  were  shown  to  diagnose  schizophrenia  in  such 
mixed  cases,  the  expectation  was  that  the  case  would  reveal 
the  diagnostic  preferences  of  Turkish  and  American  clini- 
cians. The  reason  for  including  a long  case  together  with 
the  short  ones  was  that  this  would  permit  us  to  have  an 
idea  about  the  differences  and  similarities  between  the 
centers  when  there  was  more  adequate  information  about  a 
patient.  The  case  is  a shorter  version  of  the  original 
because  of  space  and  time  limitations.  However,  care  was 
taken  not  to  exclude  vital  information.  Together  with  cur- 
rent symptoms,  the  history  of  the  development  of  the 
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disorder,  some  information  about  premorbid  personality, 
family,  and  course  in  hospital  are  given. 

In  both  the  short  cases  and  the  long  case  the  same 
symptom  checklist,  spaces  to  record  main  and  alternative 
diagnoses,  and  a confidence  scale  to  record  the  confidence 
in  the  main  diagnosis  are  provided  after  each  case.  The 
symptom  checklist  was  obtained  by  modifying  the  Brief 
Psychiatric  Rating  Scale  format  given  by  Overall  (1978)  . 

The  title  and  the  spaces  to  record  name,  number,  date,  and 
drugs  were  taken  out  of  the  rating  scale.  On  the  seven-point 
scales  only  three  labels  were  retained  as  compared  to  the 
seven  labels  in  the  original  scales,  and  the  numbers 
from  one  to  seven  were  written  on  top  of  the  first  scale. 

The  first  box  was  labeled  "Not  present"  as  in  the  original. 
However,  the  last  box  was  labeled  "High  severity"  rather 
than  "Extremely  severe"  to  discourage  the  restriction  of 
ratings  to  the  lower  boxes.  Finally,  "Moderate  severity" 
was  written  on  top  of  the  middle  three  boxes  rather  than 
the  "Moderate"  exactly  on  the  fourth  box.  Three  labels 
were  adequate  to  describe  the  seven-point  scales.  There 
was  no  comment  or  criticism  from  the  reviewers  or  from  the 
respondents  about  the  use  of  only  three  labels. 

One  important  point  is  the  interpretation  of  the  "Not 
present"  label.  In  the  cases  it  may  mean  either  that  the 
information  is  not  present  or  that  the  patient  does  not  show 
the  item.  A decision  was  made  not  to  differentiate  them 
clearly  in  the  checklist.  Since  there  is  minimal  information 
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in  the  short  cases,  the  clinicians  would  be  tempted  to  check 
"Information  not  present"  rather  than  "Not  present  in  the 
case"  and  in  this  way  avoid  making  a difficult  judgment 
about  some  symptoms.  To  force  the  clinicians  to  show  their 
biases  the  choice  given  was  between  "Not  present"  and  vari- 
ous degrees  of  severity. 

Diagnostic  labels  were  required  together  with  their 
code  numbers  from  the  classification  system  provided.  The 
code  numbers  were  very  helpful  in  clarifying  a few  ambigu- 
ous responses.  Confidence  in  the  main  diagnosis  was  to  be 
rated  again  on  a seven-point  scale.  The  definition  of  al- 
ternative diagnosis  created  a problem  and,  therefore,  the 
alternative  diagnoses  were  excluded  from  the  analysis.  The 
definition  used  in  the  first  center  at  which  data  were  col- 
lected (Henderson)  was  such  that  it  permitted  the  recording 
of  an  alternative  diagnosis  if  the  respondent  had  a "high 
uncertainty"  about  his  main  diagnosis.  Since  it  became 
clear  that  this  led  to  inconsistent  responses,  such  as, 
indicating  a very  high  confidence  in  the  main  diagnosis  but 
still  recording  an  alternative  one,  the  definition  was 
changed  for  the  other  hospitals.  In  JHMHC  and  the  Turkish 
hospitals  the  respondents  were  asked  to  record  an  alterna- 
tive diagnosis  if  they  did  not  record  the  highest  confidence 
(box  number  7).  However,  this  definition  was  still  unsatis- 
factory for  the  investigator.  It  artificially  defined  the 
uncertainty  about  the  main  diagnosis.  Moreover,  it  re- 
stricted the  already  low  number  of  cell  frequencies 
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significantly  in  some  cases.  Because  of  these  reasons  the 
information  on  alternative  diagnoses  was  not  used  in  this 
study. 

The  section  on  typical  symptomatology  asks  the  re- 
spondents to  record  the  most  typical  symptoms  of  schizo- 
phrenia, paranoid  type  and  manic-depressive  psychosis, 
manic  type.  The  same  symptom  checklist  used  in  the  cases 
is  included  in  this  section  also.  Only  two  diagnostic 
categories  were  selected  for  this  section  because  of  space 
limitations  and  not  to  take  too  much  of  the  clinicians1 
time . 

The  last  section  of  the  questionnaire  includes  a se- 
mantic differential  which  uses  the  concept  "behavior  of  a 
mental  patient,"  and  13  questions.  Twelve  out  of  the  28 
pairs  of  words  in  the  semantic  differential  are  from 
Nunally  (1961)  with  the  rest  of  the  pairs  developed  by  the 
investigator  himself.  The  questions  were  all  written  by 
the  investigator  to  cover  a variety  of  information  about 
mental  patients  and  mental  disorders. 

All  these  sections  of  the  questionnaire  form  one  book- 
let. As  a separate  booklet  major  portions  of  the  mental 
disorders  section  of  the  ICD-9  (World  Health  Organization, 
1978)  were  provided  for  the  diagnosis  of  the  cases  in  the 
questionnaire.  The  DSM-II  (American  Psychiatric  Association, 
1968)  and  DSM-III  (American  Psychiatric  Association,  1980) 
are  compatible  with  the  ICD-9,  and,  in  fact,  the  mental 
disorders  section  of  the  ICD-9  is  reprinted  in  the  DSM-III 
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as  an  appendix.  The  ICD-9  is  also  the  official  system  used 
in  Turkey.  Because  of  practical  reasons  and  because  the 
whole  section  on  mental  disorders  was  not  going  to  be  needed, 
only  the  following  sections  were  included:  schizophrenic 

psychoses,  affective  psychoses,  paranoid  states,  other  non- 
organic  psychoses,  neurotic  disorders,  personality  disorders, 
acute  reaction  to  stress,  adjustment  reaction,  and  depres- 
sive disorders  not  elsewhere  classified.  The  cases  in  the 
questionnaire  were  selected  so  that  the  likelihood  of  a 
label  outside  of  these  categories  was  very  low.  Under  the 
three-digit  major  categories,  all  the  four-digit  subcategor- 
ies and  almost  all  the  inclusion  and  exclusion  terms  in 
these  subcategories  were  provided.  Only  in  two  new  cate- 
gories, acute  reaction  to  stress  and  adjustment  reaction, 
no  four-digit  categories  were  provided  because  the  three- 
digit  categories  were  of  sufficient  detail  for  this  study. 

Analysis 

There  are  twc  types  of  data  in  this  study:  ratings  on 

seven-point  scales  and  frequencies  in  r x k tables.  In 
accordance  with  the  type  of  data  two  different  types  of 
statistical  tests  were  used  in  comparing  the  centers  with 
each  other. 

In  general,  the  distribution  of  the  ratings  on  seven- 
point  scales  were  not  normal  and,  therefore,  the  normality 
assumption  of  the  parametric  statistics  was  not  satisfied. 
Because  of  this  reason  the  methods  called  nonparametric  or 
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distribution-free  methods  were  used  in  comparing  the  ratings 
on  seven— point  scales.  This  involves  all  the  comparisons 
except  the  diagnoses. 

Nonparametric  methods  do  not  test  for  exactly  the  same 
hypotheses  as  parametric  methods  (Kirk,  1968).  For  ex- 
ample, to  make  inferences  concerning  the  means  the  assump- 
tions of  parametric  methods  are  required.  Nonparametric 
methods  compare  distributions,  that  is,  they  test  whether 
the  groups  were  drawn  from  the  same  population.  The  par- 
ticular nonparametric  methods  used  in  this  study  test  for 
location  differences  (SAS  User's  Guide,  1979;  Siegel,  1956). 

For  the  overall  significance  test  the  Kruskal-Wallis 
k-sample  test  (chi-square  approximation)  was  used.  This 
test  shows  whether  the  distributions  of  the  four  centers 
came  from  identical  populations.  This  test  was  performed 
for  comparing  the  centers  on  each  item  separately,  that  is, 
for  each  symptom,  word  pair,  and  question. 

For  the  comparisons  for  which  overall  significant  re- 
sults were  obtained  with  the  Kruskal-Wallis  test,  pairwise 
comparisons  were  performed  to  find  out  which  of  the  four 
centers  differed  significantly  in  location  or  came  from 
different  populations.  For  the  pairwise  comparisons  the 
Wilcoxon  rank-sum  test  (normal  approximation)  was  used. 

In  the  case  of  diagnoses,  because  of  the  high  number 
of  diagnostic  categories  recorded  and  the  low  number  of  cell 
frequencies,  the  expected  frequencies  fell  below  the  criti- 
cal number  of  five  in  several  cells.  Because  of  this  the 
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Fisher  exact  probability  test  was  used  for  making  pairwise 
comparisons  rather  than  the  chi-square  test. 

One  problem  was  the  selection  of  a significance  level. 
When  quite  a high  number  of  comparisons  are  made  in  a study, 
the  probability  of  obtaining  one  or  more  significant  differ- 
ences on  the  basis  of  chance  alone  increases.  This  prob- 
abili ty  can  be  reduced  by  adopting  a rather  conservative 
significance  level  (e.g.,  p = .001).  However,  such  a con- 
servative level  reduces  the  chances  of  observing  interest- 
ing tendencies  and,  therefore,  may  result  in  loss  of  valuable 
information.  Because  of  this  a decision  was  made  to  adopt  a 
more  conventional  and  less  conservative  significance  level 
which  is  p = .05. 

Since  this  is  an  exploratory  study  on  the  basis  of 
which  tendencies  will  be  pointed  out  rather  than  strong 
statements  made  , the  use  of  the  less  conservative  level 
is  justified.  All  the  comparisons  of  the  study  are  evalu- 
ated at  that  significance  level.  The  probability  level 
adopted  is  for  a two-sided  test. 

In  this  study,  besides  the  overall  k-sample  test, 
only  pairwise  comparisons  are  performed.  Because  the  four 
centers  may  not  be  representative  of  the  countries  and  not 
to  cover  up  some  significant  differences  the  centers  were 
not  combined  to  form  a Turkish  sample  and  an  American 
sample.  Moreover,  since  this  study  is  basically  about  the 
differences  and  similarities  between  the  centers,  no  tests 
were  performed  to  evaluate  .the  differences  within  the 
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centers  across  the  different  tasks  of  the  questionnaire. 
Another  important  factor  in  limiting  the  significance  tests 
to  those  between  the  centers  is  the  already  very  high  num- 
ber of  tests  performed.  Carrying  out  more  tests  would 
further  increase  the  high  probability  of  observing  signifi- 
cant differences  on  the  basis  of  chance  alone.  However,  the 
results  of  visual  inspection  of  the  graphs  in  the  case  of 
differences  within  centers  are  reported  in  this  study. 

Besides  the  tables  that  show  the  significant  findings, 
graphs  are  provided  in  the  case  of  ratings  on  seven-point 
scales.  These  graphs  are  based  on  mean  ratings  (see  Ap- 
pendix B for  the  exact  values) . Although  they  give  a good 
idea  about  the  similarities  and  differences  among  the  four 
centers,  it  should  be  emphasized  that  nonparametric  methods 
do  not  test  for  the  same  hypotheses  tested  for  in  para- 
metric methods.  A notable  difference  observed  between  the 
means  may  not  necessarily  turn  out  to  be  significant  when 
the  nonparametric  test  is  performed.  The  profiles  based  on 
means  are  provided  to  give  an  idea  about  the  distribution. 
However,  in  most  cases  a notable  difference  observed  on  the 
graphs  turned  out  to  be  significant. 


> CHAPTER  THREE 
RESULTS 

The  Cases 

Case  1 

The  significant  contrasts  between  the  centers,  the 
values  of  the  test  statistic,  and  the  probabilities  in  the 
case  of  symptoms  are  shown  in  Table  3.  Overall  significant 
results  are  obtained  for  the  categories  of  anxiety,  emo- 
tional withdrawal,  conceptual  disorganization,  uncoopera- 
tiveness, unusual  thought  content,  and  excitement. 

Pairwise  comparisons  showed  that  the  significant  dif- 
ferences are  all  between  the  countries  and,  moreover,  that 
both  American  centers  rated  significantly  higher  severity 
than  both  Turkish  centers.  However,  among  the  American 
centers  Henderson  more  often  than  JHMHC  rated  significantly 
higher  severity  and  among  the  Turkish  centers  Hacettepe 
more  often  than  Ankara  rated  lower  severity. 

Although  there  are  differences  in  the  severity  of 
symptoms,  the  symptom  patterns  (i.e.,  the  low  and  the  high 
points  and  their  interrelationships)  look  very  similar 
across  the  centers  (see  Figure  1). 

The  diagnostic  categories  recorded  by  the  respondents 
all  refer  to  some  type  of  paranoid  disorder  (see  Table  4). 
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Table  3 

Statistically  Significant 
Comparisons  of  the  Symptoms  of  Case  1 


Symptoms 

k-sample 

comparison 

Pairwise  comparison 

2 

X 

£ 

Pair3 

z 

P 

Anxiety 

8.36 

. 039 

I : IV 

2.83 

. 005 

Emotional  withdrawal 

9.18 

.027 

I : III 

2.21 

.027 

I:  IV 

3.04 

.002 

Conceptual  disorganization 

23.80 

<.001 

I : III 

2.93 

.003 

I:  IV 

4.73 

<.001 

II:IV 

3.24 

.001 

Uncooperativeness 

7.66 

.054 

I:III 

2.39 

.017 

I : IV 

2.32 

.020 

Unusual  thought  content 

15.51 

.001 

I : III 

2.44 

.015 

I : IV 

3.46 

<.001 

II : III 

1.95 

.052 

II  :IV 

2.83 

.005 

Excitement 

10.27 

.016 

I:  III 

2.19 

.029 

I:  IV 

2.75 

.006 

II  :IV 

2.08 

.037 

I = Henderson 
II  = JHMHC 
III  = Ankara 
IV  = Hacettepe 

In  the  pairs  the  centers  listed  on  the  left  have  higher  severity 
ratings  than  the  ones  on  the  right. 


51 


Somatic  concern 
Anxiety 

Emot . withdraw . 
Concept,  disor. 
Guilt  feelings 
Tension 

Manner.,  postur. 
Grandiosity 
Depressive  mood 
Hostility 
Suspiciousness 
Halluc.  behav. 
Motor  retar. 
Uncooperative . 
Unusual  thought 
Blunted  affect 
Excitement 
Disorientation 


Severity  ratings 

Henderson  * ▲ JHMHC  A A 

Ankara  © © Hacettepe  o-x— x-x-x-o 


Figure  1.  Mean  symptom  profiles  of  Case  1. 


*1  *■' 
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Table  4 

Diagnostic  Categories  Assigned  to  Case  1,  Their 
Frequencies,  and  Statistically  Significant  Comparisons 


Centers 

Significant 

comparisons 

i 

II 

III 

IV 

Categories 

Hen . 

JHMHC 

Ank. 

Hac . 

Pair  P 

295  Schizophrenia 

8 

8 

4 

2 

I : IV  .015 

295.3  Paranoid 

8 

8 

4 

2 

I : IV  .015 

297  Paranoid  states 

4 

9 

5 

11 

297.0  Simple 

2 

4 

4 

8 

297.1  Paranoia 

2 

3 

1 

2 

297.9  Unspecified 

0 

2 

0 

1 

298  Other  nonorganic 
psychoses 

1 

2 

1 

2 

298.3  Acute  paranoid 
reaction 

1 

2 

1 

2 

301  Personality  disorders 

1 

0 

2 

3 

301.0  Paranoid 

1 

0 

2 

3 

n 

14 

19 

12 

18 
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The  labels  cover  almost  all  the  categories  that  have  some 
paranoid  quality  in  the  classification  system  provided  with 
the  questionnaire.  Most  preferred  either  paranoid  schizo- 
phrenia or  one  of  the  subtypes  of  paranoid  states.  There 
is  only  one  significant  difference:  Henderson  has  a higher 

number  of  schizophrenics  (all  paranoid)  than  Hacettepe. 

Confidence  in  the  diagnosis  is  high  (see  Appendix  B 
for  the  exact  values) . Mean  confidence  ratings  range  from 
4.68  to  6.17  for  the  four  centers  and  there  are  no  signifi- 
cant differences  between  the  centers. 

Case  2 

In  this  short  case  overall  significant  results  are 
obtained  for  anxiety,  conceptual  disorganization,  tension, 
unusual  thought  content,  and  excitement  (see  Table  5). 
Although  the  majority  of  the  significant  differences  are 
between  the  countries,  this  time  the  American  centers  have 
a couple  of  significant  differences  between  themselves  as 
well.  Henderson  rated  higher  severity  than  JHMHC  in  these 
differences.  The  American  centers  rated  higher  severity 
than  the  Turkish  centers  in  almost  all  the  significant 
differences.  Again  Henderson  rather  than  JHMHC  has  more 
significant  differences  than  the  Turkish  centers.  The 
Turkish  centers  do  not  have  a notable  dominance  over  each 
other  in  the  number  of  significant  differences  from  the 
American  centers. 


54 


Table  5 

Statistically  Significant 
Comparisons  of  the  Symptoms  of  Case  2 


Symptoms 

k-sample 

comparison 

Pairwise  comparison 

2 

X 

£ 

Pair3 

z 

P 

Anxiety 

13.91 

.003 

I : III 

2.24 

.025 

I : IV 

3.25 

.001 

II  :IV 

2.66 

.008 

Conceptual  disorganization 

8.77 

.032 

I : II 

2.88 

.004 

I : IV 

2.30 

.022 

Tension 

9.15 

.027 

I : III 

2.44 

.015 

I : IV 

2.34 

.020 

Unusual  thought  content 

9.43 

.024 

I : II 

2.90 

.004 

III  :II 

2.29 

.021 

Excitement 

8.98 

.030 

I : III 

2.91 

.004 

II :III 

1.97 

.049 

I = Henderson 
II  = JHMHC 
III  = Ankara 
IV  = Hacettepe 

In  the  pairs  the  centers  listed  on  the  left  have  higher  severity 
ratings  than  the  ones  on  the  right. 
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Despite  the  differences  in  severity,  the  symptom  pat- 
terns of  the  four  centers  again  look  very  similar  to  each 
other  (see  Figure  2). 

In  terms  of  diagnosis  this  case  seems  to  be  the  most 
difficult  one  as  indicated  by  the  very  high  number  of  cate- 
gories used  (see  Table  6).  The  significant  differences  are 
within  the  countries  as  well  as  between  the  countries.  Hen- 
derson and  Ankara  both  recorded  significantly  higher  numbers 
of  schizophrenia  than  either  JHMHC  or  Hacettepe.  Henderson 
and  Ankara  do  not  differ  significantly  from  each  other. 
Although  JHMHC  used  the  other  categories  almost  evenly, 
Hacettepe  concentrated  on  one  category  which  is  the  other 
and  unspecified  reactive  psychosis.  Although  this  label 
sounds  "empty,"  10  out  of  12  respondents  who  preferred  this 
category  recorded  the  specific  inclusion  term  of  hysterical 
psychosis.  Hacettepe  is  significantly  higher  than  every 
other  center  in  this  subcategory  and  the  general  category 
which  includes  it. 

Confidence  in  the  diagnosis  is  above  average  (see 
Appendix  B for  the  exact  values) . Mean  confidence  ratings 
range  from  4.53  to  5.50  for  the  four  centers  and  there  are 
no  significant  differences  between  the  centers. 

Case  3 

Overall  significant  results  are  obtained  for  tension, 
hostility,  uncooperativeness,  and  excitement  (see  Table  7). 
All  the  significant  differences  are  between  the  countries 
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Somatic  concern 
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Figure  2.  Mean  symptom  profiles  of  Case  2. 
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Table  6 

Diagnostic  Categories  Assigned  to  Case  2,  Their 
Frequencies,  and  Statistically  Significant  Comparisons 


> 

Centers 

Significant 

comparisons 

Categories 

I 

Hen . 

II 

JHMHC 

III 
Ank . 

IV 
Hac . 

Pair  p 

295  Schizophrenia 

8 

3 

7 

2 

I : II  .034 

295.0  Simple 

0 

0 

2 

0 

I: IV  .015 

II  : III  .039 

III: IV  .018 

295 . 1 Hebephrenic 

3 

2 

1 

1 

295.4  Acute 

2 

1 

3 

1 

295.5  Latent 

2 

0 

0 

0 

295.6  Residual 

0 

0 

1 

0 

295.8  Other 

1 

0 

0 

0 

298  Other  nonorganic 
psychoses 

0 

4 

1 

13 

I:  IV  <.001 

298.2  Reactive 
confusion 

0 

2 

0 

1 

II: IV  .005 

III : IV  .001 

298.8  Other  and  un- 
specified reactive 
psychosis 

0 

1 

1 

12 

I:  IV  .001 

298.9  Unspecified 
psychosis 

0 

1 

0 

0 

II:  IV  <.001 

III: IV  .004 

300  Neurotic  disorder 

2 

3 

3 

2 

300.1  Hysteria 

2 

3 

2 

1 

300.6  Depersonalization 

0 

0 

1 

1 

301  Personality  disorders 

1 

4 

0 

0 

301.5  Hysterical 

1 

4 

0 

0 

308  Acute  reaction  to 
stress 

3 

5 

1 

1 

n 

14 

19 

12 

18 
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Table  7 

Statistically  Significant 
Comparisons  of  the  Symptoms  of  Case  3 


Symptoms 

k-sample 

comparison 

Pairwise  comparison 

2 

X P 

Pair3 

z 

P 

Tension 

10.04  .018 

I : IV 

2.89 

.004 

II  :IV 

2.26 

.024 

Hostility 

8.76  .033 

I:III 

2.03 

.042 

II  :III 

2.23 

.026 

II  :IV 

1.98 

.048 

Uncooperativeness 

8.33  .040 

I : II I 

3.09 

.002 

Excitement 

12.50  .006 

I : II I 

2.24 

.025 

I : IV 

3.55 

<.001 

I = Henderson 
II  = JHMHC 
III  = Ankara 
IV  = Hacettepe 

In  the  pairs  the  centers  listed  on  the  left  have  higher  severity 
ratings  than  the  ones  on  the  right. 
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and  the  American  centers  rate  higher  severity  than  the 
Turkish  centers  in  every  one  of  the  significant  differ- 
ences. Most  of  the  significant  differences  are  between 
Henderson  and  the  Turkish  centers.  The  Turkish  centers  do 
not  have  dominance  over  each  other  in  the  number  of  sig- 
nificant differences  with  the  American  centers. 

As  is  the  case  with  the  other  short  cases,  the  symptom 
patterns  of  the  four  centers  look  very  similar  to  each 
other  (see  Figure  3). 

In  terms  of  diagnostic  assignment,  most  of  the  respon- 
dents preferred  either  neurotic  disorders  or  personality 
disorders  (see  Table  8).  The  significant  differences  are 
all  between  Henderson  and  the  Turkish  centers.  Henderson 
recorded  a significantly  higher  number  of  neurotic  dis- 
orders than  both  Turkish  centers.  On  the  other  hand, 
Hacettepe  recorded  significantly  more  personality  disorders 
than  Henderson,  and  Ankara  recorded  significantly  more 
anankastic  personality  disorder  than  Henderson. 

Confidence  in  the  diagnosis  is  high  (see  Appendix  B 
for  the  exact  values) . Mean  confidence  ratings  range  from 
5.00  to  5.58  and  there  are  no  significant  differences 
between  the  centers. 

The  Long  Case 

Although  there  is  more  adequate  information  in  this 
case,  there  are  still  several  significant  differences  among 
the  centers  in  symptom  severity  (see  Table  9) . Overall 
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Somatic  concern 
Anxiety 

Emot.  withdraw. 
Concept,  disor. 
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Tension 

Manner.,  postur. 
Grandiosity 
Depressive  mood 
Hostility 
Suspiciousness 
Halluc.  behav. 
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Figure  3. 


Mean  symptom  profiles  of  Case  3. 
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Table  8 

Diagnostic  Categories  Assigned  to  Case  3,  Their 
Frequencies,  and  Statistically  Significant  Comparisons 


Centers 

Significant 

comparisons 

i 

II 

III 

IV 

Categories 

Hen . 

JHMHC 

Ank. 

Hac . 

Pair  p 

298  Other  nonorganic 
psychoses 

0 

0 

1 

0 

298.0  Depressive 

0 

0 

1 

0 

300  Neurotic  disorders 

12 

12 

4 

6 

I : III  .018 

I : IV  .008 

300.0  Anxiety 

7 

3 

1 

2 

I : IV  .041 

300.3  Obsessive 

2 

4 

0 

0 

300.4  Depressive 

3 

5 

2 

3 

300.8  Other 

0 

0 

0 

1 

300.9  Unspecified 

0 

0 

1 

C 

301  Personality  disorders 

2 

7 

6 

12 

I : IV  .008 

301.0  Paranoid 

0 

1 

0 

4 

301.1  Affective 

0 

1 

0 

2 

301.3  Explosive 

0 

0 

0 

1 

301.4  Anankastic 

1 

5 

6 

4 

I : III  .042 

301.8  Other 

1 

0 

0 

1 

311  Depressive  disorders, 
not  elsewhere 
classified 

0 

0 

1 

0 

n 

14 

19 

12 

18 
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Table  9 

Statistically  Significant 
Comparisons  of  the  Symptoms  of  the  Long  Case 


Symptoms 

k-sample 

comparison 

, Pairwise  comparison 

2 

X 

P 

Pair3 

z 

P 

Emotional  withdrawal 

11.81 

.008 

I : II 

2.17 

.030 

I : III 

2.21 

.027 

I:  IV 

3.34 

. 001 

Conceptual  disorganization 

11.33 

.010 

I : IV 

3.32 

.001 

II  :IV 

2.10 

.036 

Tension 

12.19 

.007 

I:  IV 

2.28 

.023 

III  :II 

2.64 

.008 

Depressive  mood 

9.41 

.024 

I : III 

2.65 

.008 

I:  IV 

2.43 

.015 

Suspiciousness 

8.81 

.032 

I:  IV 

2.45 

.014 

II  : IV 

2.90 

.004 

Unusual  thought  content 

11.49 

.009 

I : III 

2.08 

.037 

I:  IV 

2.85 

.004 

II  :IV 

2.48 

.013 

Blunted  affect 

9.24 

.026 

I : II 

2.42 

.015 

I : 1 1 1 

2.19 

.029 

I : IV 

2.75 

.006 

I = Henderson 
II  = JHMHC 
III  = Ankara 
IV  = Hacettepe 

In  the  pairs  the  centers  listed  on  the  left  have  higher  severity 
ratings  than  the  ones  on  the  right. 
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significant  results  are  obtained  for  the  symptom  categor- 
ies of  emotional  withdrawal,  conceptual  disorganization, 
tension,  depressive  mood,  suspiciousness,  unusual  thought 
content,  and  blunted  affect. 

Again  the  great  majority  of  the  significant  differ- 
ences are  between  the  countries  with  only  a couple  of  sig- 
nificant differences  between  the  American  centers.  There 
are  no  significant  differences  between  the  Turkish  centers. 
As  in  Case  2,  in  the  significant  differences  between  the 
American  centers  Henderson  rated  higher  severity  than  JHMHC . 
In  almost  all  the  significant  differences  between  the  coun- 
tries the  American  centers  rated  higher  severity  than  the 
Turkish  centers.  Finally,  between  the  American  centers 
Henderson  more  often  than  JHMHC  rated  significantly  higher 
severity  than  the  Turkish  centers,  and  between  the  Turkish 
centers  Hacettepe  more  often  than  Ankara  rated  significantly 
lower  severity  than  the  American  centers. 

Despite  the  several  differences  in  symptom  severity, 
the  symptom  patterns  of  the  four  centers  look  very  similar 
(see  Figure  4 ) . 

In  terms  of  diagnosis  the  majority  in  all  four  centers 
preferred  the  affective  psychoses  and  the  subcategory  of 
manic-depressive  psychosis,  circular  type  but  currently 
manic  (see  Table  10).  There  are  no  significant  differ- 
ences between  the  centers.  Confidence  ratings  are  quite 
high  (see  Appendix  B for  the  exact  values) . The  mean 
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Figure  4.  Mean  symptom  profiles  of  the  long  case. 
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Table  10 

Diagnostic  Categories  Assigned 
to  the  Long  Case  and  Their  Frequencies 


Centers3 

Categories 

Hen . 

JHMHC 

Ank . 

Hac . 

295  Schizophrenia 

1 

0 

0 

0 

295.7  Schizoaffective 

1 

0 

0 

0 

296  Affective  psychoses 

12 

18 

11 

17 

296.0  Manic 

2 

1 

3 

2 

296.2  Circular,  manic 

8 

16 

7 

15 

296.4  Circular,  mixed 

2 

0 

0 

0 

296.6  Other  and  unspecified 

0 

1 

1 

0 

298  Other  nonorganic  psychoses 

1 

1 

1 

1 

298.0  Depressive 

1 

0 

0 

0 

298.1  Excitative 

0 

1 

0 

1 

298.8  Other  and  unspecified 
reactive  psychosis 

0 

0 

1 

0 

n 

14 

19 

12 

18 

a_. 

There  are  no  significant  differences 
level . 

between 

the  centers  at 

p = . 05 
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ratings  range  from  6.05  to  6.83  and  there  are  no  significant 
differences  between  the  centers. 

Integration  of  the  Results  of  the  Cases 

There  are  symptoms  that  tend  to  show  up  in  the  signifi- 
cant differences  between  the  centers.  There  are  no  symp- 
toms that  result  in  overall  significant  differences  in  the 
k- sample  test  across  all  the  cases.  However,  there  are 
four  symptoms  that  result  in  overall  significant  differences 
in  any  three  of  the  four  cases:  conceptual  disorganization, 

unusual  thought  content,  tension,  and  excitement.  There 
are  three  symptoms  that  result  in  overall  significant  dif- 
ferences in  any  two  of  the  four  cases:  anxiety,  emotional 

withdrawal,  and  uncooperativeness. 

Another  tendency  is  that  in  the  significant  differences 
almost  all  the  time  the  American  centers  rate  higher  sever- 
ity than  the  Turkish  centers.  Henderson  more  often  than 
JHMHC  rates  higher  severity  than  the  Turkish  centers,  and 
Hacettepe  somewhat  more  often  than  Ankara  rates  lower 
severity  than  the  American  centers.  There  are  no  signifi- 
cant differences  between  the  Turkish  centers  while  there 
are  a small  number  of  differences  between  the  American 
centers  in  symptom  severity  with  Henderson  rating  higher 
severity  than  JHMHC  in  all. 

Visual  inspection  of  the  symptom  patterns  shows  that, 
in  general,  they  differ  from  case  to  case  while  they  are 
similar  for  the  four  centers  in  each  case. 


In  the  case  of 


67 


diagnosis  there  is  some  agreement  also.  In  the  long  case 
most  of  the  respondents  agreed  on  a label.  In  Case  1 most 
preferred  either  paranoid  schizophrenia,  or  a subtype  of 
paranoid  states.  In  Case  3 almost  everybody  preferred 
either  neurotic  disorders  or  personality  disorders.  In 
Case  2,  however,  only  three  of  the  centers  show  some  con- 
centration of  opinions:  they  preferred  either  schizophrenia 

or  hysterical  psychosis. 

An  important  difference  between  the  recorded  symptoms 
and  the  diagnoses  is  that  in  the  case  of  symptoms  the  great 
majority  of  the  significant  differences  are  between  the 
countries  while  in  the  case  of  diagnoses  the  particular 
orientations  of  the  centers  become  evident  as  the  more  im- 
portant determining  factor  of  the  differences. 

Finally,  the  confidence  ratings  are  all  above  average 
and  there  are  no  significant  differences  between  the  centers 
in  each  case. 

The  Typical  Symptomatology 
Schizophrenia,  Paranoid  Type 

Overall  significant  differences  are  obtained  for 
somatic  concern,  anxiety,  hallucinatory  behavior,  unco- 
operativeness, excitement,  and  disorientation  (see  Table 
11) . The  majority  of  the  significant  differences  are  be- 
tween the  countries  and  the  American  centers  rate  higher 
severity  than  the  Turkish  centers  in  all  of  them.  However, 
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Table  11 

Statistically  Significant  Comparisons  of  the 
Symptoms  of  Schizophrenia,  Paranoid  Type  Stereotype 


k-sample 

comparison 

Pairwise  comparison 

Symptoms 

2 

X 

P 

Paira 

z 

P 

Somatic  concern 

9.57 

.023 

I : III 

2.44 

.015 

II : III 

2.56 

.011 

Anxiety 

7.69 

.053 

I : IV 

2.13 

.033 

Hallucinatory  behavior 

12.16 

.007 

I : III 

2.11 

.035 

II:III 

3.28 

.001 

IV : II I 

2.64 

.008 

Uncooperativeness 

8.98 

.029 

I : III 

2.52 

.012 

II  : III 

2.31 

.021 

IV : III 

2.46 

.014 

Excitement 

11.59 

.009 

I : 1 1 1 

2.06 

.040 

I : IV 

2.60 

.009 

II : 1 1 1 

1.95 

.052 

II : IV 

2.64 

.008 

Disorientation 

13.58 

.004 

I : IV 

3.32 

.001 

II : IV 

2.22 

.026 

III  :IV 

2.54 

.011 

I = Henderson 
II  = JHMHC 
III  = Ankara 
IV  = Hacettepe 

In  the  pairs  the  centers  listed  on  the  left  have  higher  severity 
ratings  than  the  ones  on  the  right. 
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this  time  Henderson  does  not  significantly  differ  from  the 
Turkish  centers  more  often  than  JHMHC  does.  Henderson  and 
JHMHC  are  almost  equal  in  frequency  in  this  respect.  On 
the  Turkish  side  Ankara  significantly  differs  from  the 
American  centers  more  often  than  Hacettepe  does.  Moreover, 
for  the  first  time  the  Turkish  centers  rather  than  the 
American  centers  have  a few  significant  differences  between 
themselves . 

As  in  the  cases,  the  symptom  patterns  look  very  simi- 
lar across  the  four  centers  despite  the  significant  differ- 
ences in  severity  levels  (see  Figure  5) . 

It  is  important  to  note  the  similarity  between  the 
symptom  patterns  of  this  stereotype  with  those  of  Case  1 
which  was  assigned  diagnostic  labels  that  indicate  a 
paranoid  quality. 

Manic-Depressive  Psychosis,  Manic  Type 

For  this  stereotype  overall  significant  differences 
are  obtained  for  tension,  suspiciousness,  hallucinatory 
behavior,  unusual  thought  content,  and  disorientation 
(see  Table  12) . Most  of  the  differences  are  between  the 
countries.  Now  JHMHC  significantly  differ  more  often 
than  Henderson  from  the  Turkish  centers,  and  on  the  Turkish 
side  Hacettepe  has  the  lead  in  rating  lower.  Still  in 
almost  all  the  significant  differences  the  American  centers 
rate  higher  severity  than  the  Turkish  centers.  There  is 
only  one  significant  difference  within  each  country. 
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Figure  5 . 


Mean  symptom  profiles  of  the  schizophrenia 
paranoid  type  stereotype. 
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Table  12 

Statistically  Significant  Comparisons  of  the 
Symptoms  of  Manic-Depressive,  Manic  Type  Stereotype 


Symptoms 

k-sample 

comparison 

Pairwise  comparison 

2 

X 

P 

Pair3 

z 

P 

Tension 

10.99 

.012 

III : II 

2.62 

.009 

III : IV 

3.03 

.002 

Suspiciousness 

13.25 

.004 

II  :I 

2.17 

.030 

II : III 

3.20 

.001 

II  :IV 

2.23 

.026 

Hallucinatory  behavior 

14.68 

.002 

II  :III 

2.70 

.007 

II  :IV 

3.39 

.001 

Unusual  thought  content 

15.76 

.001 

I : IV 

3.48 

<.001 

II:IV 

3.36 

.001 

Disorientation 

12.23 

.007 

I : IV 

3.17 

.002 

II  :IV 

2.69 

.007 

I = Henderson 
II  = JHMHC 
III  = Ankara 
IV  = Hacettepe 

In  the  pairs  the  centers  listed  on  the  left  have  higher  severity 
ratings  than  the  ones  on  the  right. 
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As  usual  the  symptom  patterns  look  very  similar  across 
the  centers  despite  differences  in  severity  (see  Figure  6) . 
The  symptom  patterns  of  this  stereotype  look  similar  to 
those  of  the  long  case  which  was  diagnosed  as  manic- 
depressive,  circular  type  but  currently  manic  by  most  of 
the  respondents. 

Integration  of  the  Findings  with  Those  of  the  Cases 

If  the  stereotypes  and  the  cases  are  combined,  the 
symptoms  that  result  in  overall  significant  differences  in 
any  four  of  the  six  tasks  are  tension,  unusual  thought  con- 
tent, and  excitement.  The  ones  that  result  in  overall 
significant  differences  in  any  three  of  the  six  tasks  are 
anxiety,  conceptual  disorganization,  and  uncooperativeness. 
Finally,  the  symptoms  that  result  in  significant  differ- 
ences in  any  two  of  the  six  tasks  are  emotional  withdrawal, 
suspiciousness,  hallucinatory  behavior,  and  disorientation. 

The  first  group  of  three  symptoms  include  38%  of  the 
significant  pairwise  differences;  the  second  group  of  three 
symptoms  include  another  23%  of  the  significant  pairwise 
differences;  and  finally,  the  last  group  of  four  symptoms 
include  26%  of  the  significant  pairwise  differences.  All 
together  they  account  for  87%  of  the  significant  differ- 
ences . 

In  both  the  stereotypes  and  the  cases  the  majority  of 
the  significant  differences  are  between  the  countries  and 
in  almost  all  the  significant  differences  the  American 
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Somatic  concern 
Anxiety 

Emot.  withdraw. 

Concept,  disor. 

Guilt  feelings 
Tension 

Manner. , postur. 

Grandiosity 
Depressive  mood 
Hostility 
Suspiciousness 
Halluc.  behav. 

Motor  retar. 

Uncooperative . 

Unusual  thought 
Blunted  affect 
Excitement 
Disorientation 

1 2 3 4 5 6 7 

Severity  ratings 

Henderson  a a JHMHC  a — — — a 

Ankara  • • Hacettepe  o -x-x-x-x- o 

Figure  6.  Mean  symptom  profiles  of  the  manic-depressive, 
manic  type  stereotype. 
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centers  rate  higher  symptom  severity  than  the  Turkish 
centers.  However,  in  the  stereotypes  Henderson  lost  its 
lead  in  the  frequency  of  its  significant  differences  with 
the  Turkish  centers,  and  on  the  Turkish  side  the  centers 
alternate  in  leading.  Moreover,  for  the  first  time  the 
Turkish  centers  started  showing  significant  differences 
among  themselves,  but  without  a consistent  direction  of 
severity . 

As  in  the  cases,  despite  the  differences  in  symptom 
severity,  the  symptom  patterns  look  similar  across  the 
centers  in  each  stereotype.  The  symptom  patterns  of  the 
two  stereotypes  look  different  from  each  other,  but  each 
shows  similarities  to  the  patterns  of  the  cases  diagnosed 
similarly . 

The  Semantic  Differential 

The  responses  of  the  four  centers  are  generally  con- 
centrated around  the  midpoint  of  the  scales  with  only  a 
few  notable  deviations  from  that  point  (see  Figure  7) . 

The  mean  ratings  of  the  centers  are  close  to  each  other 
with  significant  differences  in  only  three  word  pairs  (see 
Table  13).  In  the  pair  foolish/wise  the  Turkish  centers 
are  significantly  different  from  the  American  centers. 

The  ratings  of  the  Turkish  centers  are  just  above  the  mid- 
point of  the  scale  and  on  the  side  of  "wise"  while  the 
ratings  of  the  American  centers  are  below  and  closer  to 
"foolish."  In  the  pair  sick/healthy  all  the  centers  are 
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Ratings 

Henderson  A ■ — ▲ JHMHC  A A 

Ankara  • • Hacettepe  o -x-x-x-x- o 

Figure  7.  Mean  rating  profiles  of  the  semantic 
differential . 
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Ratings 

Henderson  a- a JHMHC  a —a 

Ankara  • • Hacettepe  o-x-x-x-x-o 


Figure  7.  Continued 
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Table  13 

Statistically  Significant 
Comparisons  of  the  Semantic  Differential 


Word  pair 

k-sample 

comparison 

Pairwise  comparison 

2 

X P 

Pair3 

z 

P 

Foolish/Wise 

15.20  .002 

I:III 

2.57 

.010 

I : IV 

3.08 

.002 

II :III 

2.19 

.028 

II  :IV 

2.83 

.005 

Sick/Healthy 

8.43  .038 

IV:  I 

2.56 

.010 

IV : II 

2.32 

.020 

Cominon/Rare 

9.19  .027 

II : I 

2.02 

.043 

II : III 

2.90 

.004 

I = Henderson 
II  = JHMHC 
III  = Ankara 
IV  = Hacettepe 

In  each  pair  the  first  center  is  closer  than  the  second  center  to 
the  first  word  in  the  corresponding  word  pair. 
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close  to  the  "sick"  end,  but  Hacettepe  more  so  with  the 
result  that  it  differs  significantly  from  both  American 
centers.  The  final  significant  difference  is  in  the  pair 
common/rare.  Both  Henderson  and  Ankara  are  significantly 
different  from  JHMHC  and  are  closer  to  the  "rare"  end. 

In  only  one  pair  the  countries  differ.  In  the  other  two 
pairs  particular  centers  differ  significantly. 

It  is  possible  to  have  an  idea  about  the  characteriza- 
tions of  the  behavior  of  a mental  patient  by  the  centers 
by  looking  at  which  side  of  the  midpoint  the  mean  ratings 
concentrate.  However,  it  should  be  stressed  that  most  of 
the  deviations  from  the  midpoint  are  not  notable.  If  the 
criterion  of  concentration  of  the  centers  on  one  side  is  the 
presence  of  at  least  three  out  of  the  four  centers  on  that 
side,  the  terms  associated  with  the  behavior  of  a mental 
patient  are  the  following:  weak,  bad,  family  (JHMHC  is  at 

the  center),  irresponsible,  urban,  female  (Ankara  is  on  the 
"male"  side) , confined  (Ankara  is  on  the  "free"  side) , in- 
voluntary, low  education,  situational  (Henderson  is  at  the 
center),  strange,  passive,  unpredictable,  primitive,  dirty, 
dangerous,  young  (JHMHC  is  at  the  center),  cold,  psychology, 
sad,  sick,  them  (Ankara  is  at  the  center) , rare  (JHMHC  is 
on  the  "common"  side),  and  tense.  There  is  more  balance 
(slow/fast  and  retarded/intelligent)  or  significant  split- 
ting between  the  sides  (foolish/wise)  in  the  other  pairs. 
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The  Questions 

The  mean  ratings  of  the  four  centers  are  close  to  the 

middle  of  the  scale  ("Moderate"  or  "Both")  without  extreme 

deviations  on  either  side  of  the  scales  (see  Figure  8). 

There  is  only  one  significant  difference  between  the  cen- 

2 

ters  and  that  is  in  the  third  question:  x =11.56, 

df  = 3,  p = .009  (the  questions  are  given  in  Figure  9). 

The  responses  to  the  first  question  show  that  all  the 
centers  can  tolerate  moderate  amounts  of  disorganization, 
such  as  fights  and  noise,  in  a psychiatric  ward  and  they 
are  willing  to  give  more  than  average  degrees  of  freedom  to 
the  patients  in  planning  their  own  activities  (Question  2). 
In  terms  of  the  capability  of  a hospitalized  mental  patient 
in  controlling  his  behavior  the  centers  differ  significantly 
(Question  3).  While  Ankara,  Hacettepe,  and  Henderson  pre- 
fer a moderate  degree  of  capacity,  JHMHC  differ  from  each 
significantly  and  is  willing  to  give  more  credit  to  the 
patient  U = 2.84,  p = .004  ; z_  = 2.84,  p = .004;  z_  = 2.17, 
p = .03,  respectively). 

In  terms  of  improvement  in  health,  the  patient  is 
expected  to  change  in  the  direction  of  conforming  to  the 
rules  of  the  hospital  more  than  a moderate  degree  (Ques- 
tion 4).  The  staff's  view  about  mental  health  is  somewhat 
more  important  than  that  of  the  patient  except  for  JHMHC 
which  is  slighly  more  open  to  the  patient's  view  (Question  5). 
Henderson  and  Hacettepe  give  somewhat  more  importance  to  the 
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Ratings 

Henderson  A * JHMHC  a — — - - - a 

Ankara  ® • Hacettepe  o — x— x— x— x—  o 


Figure  8.  Mean  rating  profiles  of  the  questions. 
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1.  What  is  the  extent  of  disorganization  (e.g.,  noise, 
fights,  no  respect  for  hospital  rules)  that  you  can 
tolerate  in  a psychiatric  ward? 

None  Moderate  High 

2.  What  degree  of  freedom  (e.g.,  choice  of  activity, 
deciding  on  a time  schedule)  would  you  grant  the 
patients  in  a psychiatric  ward? 

None  Moderate  High 


3.  The  degree  of  control  a hospitalized  mental  patient 
is  capable  of  exercising  over  his  behavior  is: 

None  Moderate  High 


4.  The  degree  a mental  patient  should  change  in  the 
direction  of  conformity  to  the  rules  of  the  hospital 
to  be  considered  sufficiently  improved  ("healthy") 
by  the  staff  is: 

None  Moderate  High 

•••••••• 

5.  Whose  view  of  health  is  more  important;  the  mental 
patient's  or  the  staff's? 

Patient's  Both  Staff's 


Figure  9.  The  questions. 


Whose  effort  is  more  important  in  the  improvement  of 
a mental  patient;  the  patient's  or  the  staff's? 
Patient's  Both  Staff's 


In  general,  who  influences  the  release  of  a mental 
patient  from  the  hospital  more? 

Patient  Both  Staff 


In  your  opinion,  what  is  the  degree  of  genuine  ac- 
ceptance of  "healthy"  behavior  patterns  by  the  mental 
patient  at  the  end  of  therapy? 

None  Moderate  High 


What  is  the  degree  of  usefulness  of  psychiatric  classi- 
fication in  clinical  practice  (in  contrast  to  research)? 

None  Moderate  High 


What  is  the  degree  of  usefulness  of  psychiatric  classi- 
fication in  research  on  mental  disorders? 

None  Moderate  High 


ure  9.  Continued. 
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11.  To  what  degree,  do  you  think,  biological  factors  (as 
compared  to  environmental  factors)  are  important  in 
the  etiology  of  mental  disorders? 

None  Moderate  High 

12.  What  is  the  degree  of  modifiability  (prognosis)  of 
mental  disorders? 

None  Moderate  High 


13.  In  your  opinion,  what  is  the  extent  of  conscious 

effort  on  the  part  of  the  patient  in  the  appearance 
of  a psychiatric  disorder? 

None  Moderate  High 


Figure  9.  Continued. 
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influence  of  the  staff  in  discharging  a mental  patient 
while  for  both  JHMHC  and  Ankara  both  the  staff's  and  the 
patient's  views  are  important  (Question  7).  However,  all 
the  centers  agree  that  the  patient's  effort  is  more  impor- 
tant than  the  staff's  effort  in  his  improvement  (Question 
6).  All  the  centers  agree  that  mental  disorders  are  modi- 
fiable (Question  12)  and  that  at  the  end  of  therapy  there 
is  somewhat  more  than  a moderate  amount  of  genuine  accep- 
tance of  "healthy"  behavior  patterns  by  the  patient 
(Question  8 ) . 

In  terms  of  the  importance  of  biological  factors  as 
compared  to  environmental  factors  in  etiology,  Ankara  pre- 
fers a moderate  degree  of  importance  while  the  others  prefer 
somewhat  more  than  a moderate  degree  of  importance  (Ques- 
tion 11).  It  is  important  to  note  that  in  the  semantic 
differential  all  the  centers  are  slightly  on  the  side  of 
psychology  as  compared  to  either  biology  or  sociology. 

Also  related  to  etiology  is  the  finding  that  all  the  centers 
agree  on  the  relative  unimportance  of  conscious  effort  in 
the  appearance  of  mental  disorders  (Question  13) . Similarly, 
in  the  semantic  differential  all  the  centers  are  on  the  side 
of  the  term  involuntary  as  compared  to  voluntary. 

Finally,  in  terms  of  the  usefulness  of  psychiatric 
classification  the  Turkish  centers  rated  somewhat  above  the 
moderate  degree  while  the  American  centers  rated  somewhat 
below  when  the  classification  is  for  clinical  practice 
(Question  9).  However,  when  it  is  for  research  purposes 
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all  the  centers  are  closer  to  the  high  usefulness  end  of 
the  scale  (Question  10) . 


> CHAPTER  FOUR 
DISCUSSION 

Symptoms 

The  first  hypothesis  of  the  study  was  about  the  rat- 
ings of  symptoms.  The  expectation  was  that  the  American 
clinicians  would  be  more  likely  to  rate  higher  severity 
levels  than  the  Turkish  clinicians.  This  hypothesis  is 
supported  in  this  study.  Almost  all  the  significant  dif- 
ferences in  symptom  severity  in  the  cases  are  between  the 
countries  and  in  almost  all  of  them  the  American  centers 
rate  higher  severity  than  the  Turkish  centers.  This  find- 
ing supports  the  first  hypothesis  and  the  role  of  cultural 
factors  in  the  perception  and  recording  of  symptoms. 

On  top  of  cultural  factors  there  appears  to  be  the 
influence  of  belonging  to  £ particular  center.  This  in- 
fluence includes  the  effects  of  training  and  theoretical 
orientations  of  the  staff.  This  is' supported  by  the 
observation  that  the  centers  do  not  differ  from  each  other 
equally  often. 

If  all  the  findings  on  symptom  severity  are  combined, 
the  tendency  is  such  that  the  highest  severity  is  more 
likely  to  be  recorded  by  Henderson  and  the  lowest  by 
Hacettepe.  The  JHMHC  and  Ankara  are  in  between  with  JHMHC 
closer  to  Henderson  and  Ankara  closer  to  Hacettepe. 
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The  finding  of  perception  or  attribution  of  more  severe 
psychopathology  was  supported  in  videotape  studies  of  the 
American  and  British  psychiatrists  (Katz  et  al.,  1969; 
Kendell  et  al.,  1971  ; Professional  Staff,  1974  ; Sharpe  et 
al.,  1974) . It  is  important  to  note  that  the  same  tendency 
is  observed  in  the  present  study  by  using  very  short  cases 
as  well  as  a long  one.  This  supports  the  usefulness  of 
short  cases  in  bringing  out  the  biases  of  the  clinicians  in 
a shorter  period  of  time  and  with  written  material. 

The  differences  between  the  countries  and  to  a lesser 
extent  within  a country  shows  that  clinicians  have  different 
cutoff  points  in  rating  the  graded  variables  of  symptoms. 
This  means  that  as  long  as  human  perception  is  depended  on 
for  observing  graded  variables  it  will  be  very  difficult  to 
eliminate  the  role  of  culture,  training,  and  theoretical 
orientations  on  recorded  symptomatology.  As  both  Katz 
et  al.  (1969)  and  Kendell  (1975)  have  pointed  out,  better 
definitions  will  not  eliminate  such  differences.  Gelfand 
and  Kline  (1978)  and  Kroll  (1979)  suggested  that  such  dif- 
ferences between  countries  were  deep  rooted  in  culture  or 
philosophical  thinking,  respectively. 

Even  though  there  is  no  hypothesis  about  the  previ- 
ously reported  finding  that  the  American  clinicians  have 
higher  ratings  especially  for  those  symptoms  associated  with 
the  diagnosis  of  schizophrenia,  it  would  still  be  of  inter- 
est to  examine  this.  Some  of  the  symptoms  appear  more  fre- 
quently than  others  in  the  cases  and  the  stereotypes.  The 
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symptom  categories  of  tension,  unusual  thought  content,  and 
excitement  appear  in  38%  of  the  significant  pairwise  com- 
parisons. Another  23%  of  the  significant  differences  are 
found  in  the  categories  of  anxiety,  conceptual  disorganiza- 
tion, and  uncooperativeness.  Half  of  these  symptoms  are 
affective  (tension,  excitement,  and  anxiety)  while  only  two 
of  them  (unusual  thought  content  and  conceptual  disorganiza- 
tion) are  traditionally  associated  with  the  diagnosis  of 
schizophrenia.  A third  group  of  symptoms  which  account 
for  26%  of  the  significant  pairwise  differences  include 
emotional  withdrawal,  suspiciousness,  hallucinatory  be- 
havior, and  disorientation.  Although  these  symptoms  are 
associated  with  the  diagnosis  of  schizophrenia,  they  appear 
in  only  any  two  of  the  six  tasks  (the  cases  and  the  stereo- 
types) . The  first  and  the  second  groups  of  symptoms  ap- 
pear in  any  four  and  in  any  three  of  the  six  tasks,  respec- 
tively. This  analysis  does  not  support  the  observation  of 
the  Professional  Staff  of  the  United  States-United  Kingdom 
Cross-National  Project  (1974)  that  the  American  psychia- 
trists rate  more  or  more  severe  psychopathology  especially 
for  those  symptoms  associated  with  the  diagnosis  of 
schizophrenia . 

This  difference  between  the  studies  may  be  due  to  the 
differences  in  the  measurement  instruments  used.  In  the 
videotape  studies  that  compared  the  United  States  and  the 
United  Kingdom  psychiatrists  a scale  in  a straightforward 
language  and  another  one  with  undefined  technical  terms 
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were  used.  In  the  case  of  the  technical  terms  the  higher 
pathology  ratings  of  Americans  were  especially  associated 
with  the  diagnosis  of  schizophrenia  while  in  the  case  of 
the  scale  with  straightforward  language  their  ratings  were 
uniformly  higher.  In  the  present  study  the  symptom  check- 
list used  fits  neither  of  those  instruments  in  that  it  has 
technical  terms  but  with  explanations  in  more  or  less 
straightforward  language. 

In  any  case,  the  symptoms  on  which  the  clinicians 
disagree  most  frequently  in  terms  of  their  severity  are 
among  the  most  important  symptoms  used  in  diagnosis.  If 
clinicians  read  the  same  short  or  long  cases  or,  as  in  the 
United  States-United  Kingdom  comparisons,  observe  the  same 
videotape  and  cannot  agree  on  the  severity  level  of  some 
symptoms,  their  diagnoses  will  differ  to  the  extent  that 
diagnosis  depends  on  symptom  severity. 

Kiev  (1972)  suggested  that  traditional  societies  were 
more  sensitive  toward  behaviors  like  adolescent  rebellion 
and  lack  of  respect  for  elders  rather  than  paranoid  idea- 
tion, hallucination,  and  depressive  states  toward  which 
Western  societies  are  more  sensitive.  Similarly,  Ozturk 
(1964)  pointed  out  that  in  rural  Turkey  overt  socially 
unacceptable  behaviors  were  more  important  than  harmless 
autoplastic  thought  disturbances  in  labeling.  However, 
this  study  shows  that  the  Turkish  clinicians  rate  lower 
severity  than  the  American  clinicians  in  the  symptoms  of 
excitement  and  uncooperativeness  (especially  Ankara  in  this 


90 


symptom)  as  well  as  in  thought  disturbances.  Apparently, 
there  is  a difference  between  the  evaluations  of  the  rural 
people  and  the  professional  staff  of  at  least  the  two 
Turkish  hospitals  studied. 

Despite  the  differences  in  symptom  severity,  the 
symptom  patterns  of  any  one  case  or  stereotype  look  very 
similar  across  the  four  centers.  This  consistency  is 
especially  interesting  in  the  short  cases  in  view  of  the 
fact  that  they  contain  minimal  information  about  symptom- 
atology. The  short  cases  were  included  in  the  study  to 
force  the  clinicians  to  guess  and  attribute  severity  levels 
to  the  symptoms  in  the  cases.  The  assumption  was  that  their 
attributions  would  reflect  their  biases  or  readiness  to 
respond  in  particular  ways  as  may  have  been  developed  by 
cultural,  experiential,  and  theoretical  backgrounds.  Hav- 
ing only  minimal  information  the  clinicians,  on  the  average, 
were  not  deterred  from  checking  most  of  the  symptoms  in  the 
checklist.  Moreover,  they  agreed  in  terms  of  patterns.  If 
the  clinicians  agree  on  symptom  patterns  without  adequate 
information,  then  the  compensating  role  of  attributing  or 
projecting  some  information  must  be  accepted.  Apparently, 
conceptions  about  certain  syndromes  helped  in  this. 

The  role  of  concepts  in  the  perception  of  symptoms  is 
supported  in  this  study.  First  of  all,  in  the  stereotypes 
the  great  majority  of  the  significant  differences  in 
symptom  severity  are  between  the  countries  and  in  almost 
all  of  them  the  American  centers  rate  higher  severity 
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than  the  Turkish  centers.  This  same  tendency  is  observed 
in  the  cases.  The  similarity  suggests  the  presence  of 
concepts  about  syndromes  that  show  themselves  directly  in 
the  stereotypes  and  shape  the  perception  of  symptoms  in 
the  cases.  However,  together  with  the  similarity  there 
are  some  differences.  Such  differences  between  the  cases 
and  the  stereotypes  should  be  expected  because  in  the  short 
cases  the  clinicians  were  guided  by  the  features  of  the 
cases  besides  showing  their  conceptions  of  certain  syndromes. 

The  second  finding  that  supports  the  role  of  concepts 
in  shaping  the  perception  of  symptoms  is  the  similarity 
between  the  symptom  patterns  of  Case  1 and  those  of  the 
paranoid  schizophrenia  stereotype.  Case  1 received  the 
labels  of  either  paranoid  schizophrenia  or  paranoid  states 
from  the  majority  of  the  clinicians  in  the  four  centers. 
Apparently,  the  clinicians  think  that  certain  symptoms  form 
a syndrome  without  being  necessarily  associated  with  a 
label.  Therefore,  when  some  of  the  symptoms  appear,  the 
conception  of  the  syndrome  (the  stereotype)  in  the  memory 
helps  in  completing  the  task  of  "perceiving"  the  complete 
pattern  in  a case  with  inadequate  information. 

Although  the  same  type  of  similarity  is  evident  be- 
tween the  long  case  and  the  manic-depressive  stereotype, 
the  same  interpretation  cannot  be  derived  from  this  com- 
parison because  of  the  more  adequate  information  in  the 
long  case.  However,  it  is  logical  to  assume  that  since 
the  role  of  concepts  or  stereotypes  is  supported  by  other 
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data  in  shaping  perception  to  some  extent,  a concept  of 
manic-depressive  psychosis  will  also  shape  perception  in 
the  long  case.  One  is  tempted  to  guess  that  as  the  amount 
of  information  about  a case  increases,  the  role  of  stereo- 
types decreases  and  the  role  of  the  data  of  the  senses 
becomes  correspondingly  more  important.  However,  as  the 
cross-national  research  reviewed  in  the  first  chapter  demon- 
strates, even  with  quite  adequate  information  about  a case 
the  biases  between  different  groups  of  clinicians  show  up. 

In  their  study  of  the  stereotypes  of  mental  illness 
among  the  American  and  the  British  psychiatrists  Hordern 
et  al . (1968)  observed  that  the  stereotypes  were  similar 

across  the  groups  and  within  the  groups.  They  concluded 
that  the  psychiatrists  were  in  good  agreement  on  the 
theoretical  stereotypes  of  various  diagnostic  categories 
they  commonly  used.  However,  their  method  of  developing 
the  stereotypes  did  not  involve  the  use  of  the  more  sensi- 
tive seven-point  scales  but  the  selection  of  symptoms  and 
clues  which  were  later  ranked  and  used  in  the  develop- 
ment of  the  "master  stereotypes."  In  the  present  study 
with  the  use  of  seven-point  scales  significant  differences 
were  found.  If  Hordern  et  al.  had  used  seven-point  scales, 
they  probably  would  have  observed  some  significant  differ- 
ences. However,  despite  the  significant  differences  in 
symptom  severity  observed  in  the  present  study,  the  symptom 
patterns  of  the  four  centers  look  very  similar  in  each 
stereotype.  That  is,  the  four  centers  generally  agree  on 
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the  symptomatology  and  the  relative  importance  of  symptoms 
but  they  disagree  on  how  high  in  severity  certain  symptoms 
should  be. 

Diagnosis 

In  terms  of  the  diagnostic  assignments  the  hypothesis 
was  that  the  American  clinicians  would  show  a higher  readi- 
ness than  the  Turkish  clinicians  to  use  the  label  schizo- 
phrenia. This  expectation  is  not  supported  in  this  study 
either  in  the  short  cases  or  the  long  case.  The  particular 
orientations  of  the  centers  appear  to  be  the  most  important 
determining  variable  in  the  differences  between  the  centers. 
Out  of  the  four  cases  only  in  Case  1 and  Case  2 are  there 
notable  numbers  of  schizophrenic  assignments.  In  both  of 
these  cases  Henderson  appears  to  have  a readiness  to  use 
the  category  of  schizophrenia.  However,  in  Case  2 Ankara 
reveals  the  same  tendency  as  well. 

The  best  illustration  of  the  particular  orientations 
of  the  centers  is  seen  in  the  use  of  the  label  hysterical 
psychosis  by  Hacettepe.  Almost  nobody  in  the  other  centers 
used  this  category  while  Hacettepe  concentrated  on  it  in 
Case  2.  This  is  interesting  in  view  of  the  fact  that  it  is 
not  one  of  the  most  commonly  used  diagnostic  labels. 

Although  the  orientations  of  the  centers  have  an  im- 
portant role,  cultures  may  also  contribute  to  the  signifi- 
cant differences.  There  is  only  a very  weak  support  for 
this  in  the  tendency  of  the  significant  differences  to  be 
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always  between  the  countries,  although  between  particular 
centers,  in  Case  1 and  Case  3.  It  is  important  to  note 
that  any  one  of  the  differences  between  the  particular 
centers  across  the  countries  may  be  a result  of  the  orienta- 
tions of  those  centers.  However,  when  a series  of  differ- 
ences are  all  between  the  countries,  the  tendency  points  to 
the  possibility  of  cultural  factors  in  addition  to  the  role 
of  the  particular  orientations  of  the  centers. 

Some  differences  between  the  three  short  cases  may  be 
responsible  for  the  appearance  of  the  role  of  centers  most 
strikingly  in  Case  2.  Case  1 and  Case  3 are  two  of  the 
Star  vignettes  (reprinted  in  Cumming  & Cumming,  1957) 
which  were  developed  for  research  purposes  and,  although 
short,  they  describe  the  most  important  features  of  certain 
syndromes.  Case  2,  on  the  other  hand,  is  a summary  of  a 
longer  case  history  used  by  Kendell  et  al.  (1971)  and  it 
was  included  in  the  present  study  because  of  its  sketchy 
nature.  It  seemed  that  this  summary  would  result  in  dis- 
agreement more  than  the  other  two  short  cases.  This  is 
supported  by  the  highest  number  of  diagnostic  categories 
used  in  Case  2 in  comparison  to  the  other  cases.  This 
difficulty  in  diagnosing  may  be  associated  with  the  ap- 
pearance of  the  particular  orientations  especially  in  Case 
2.  With  more  adequate  descriptions  in  Case  1 and  Case  3 
the  number  of  labels  is  reduced  somewhat  and  the  significant 
differences  begin  to  appear  between  the  countries  although 
still  between  particular  centers.  With  the  long  case  the 
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differences  in  diagnosis  disappear  altogether.  However,  it 
is  not  clear  whether  this  is  because  of  more  information 
about  the  case  or  because  it  is  not  a difficult  case  to 
diagnose  despite  the  expectations  to  the  contrary. 

In  case  1 only  Hacettepe  diagnosed  significantly  less 
schizophrenia  than  Henderson.  The  tendency  in  Case  3 is 
for  both  Turkish  centers  to  use  a personality  disorder  diag- 
nosis more  often  than  a neurotic  diagnosis.  Henderson  uses 
more  neurotic  and  fewer  personality  disorder  diagnoses.  The 
JHMHC,  in  general,  seems  to  have  an  intermediate  position 
between  Henderson  and  the  Turkish  centers  and  it  does  not 
differ  significantly  from  either.  Thus,  although  there  is 
a weak  tendency  for  the  countries  to  differ  in  Case  1 and 
Case  3,  the  relationship  does  not  show  up  more  clearly  most 
likely  because  of  the  confounding  influence  of  the  orien- 
tations of  particular  centers. 

In  any  case,  the  effect  of  a combination  of  training 
and  theoretical  orientations  on  diagnosis  is  supported  by 
the  findings  of  this  study.  The  differential  use  of  the 
diagnostic  labels  in  the  short  cases  by  particular  centers 
supports  this  conclusion.  Apparently,  such  orientations 
are  strong  enough  to  overshadow  the  influence  of  the 
cultures. 

Differences  in  diagnostic  criteria  between  different 
regions  of  the  United  States  were  demonstrated  by  the  Pro- 
fessional Staff  of  the  United  States-United  Kingdom  Cross- 
National  Project  (1974  ) . However,  with  some  notable 


96 


exceptions  (North  Carolina  and  Iowa)  and  with  the  highest 
tendency  being  on  the  East  Coast,  the  tendency  of  the  American 
psychiatrists  to  diagnose  schizophrenia  more  readily  than 
the  British  psychiatrists  was  observed  to  a greater  or 
lesser  extent  throughout  the  nation.  The  American  readi- 
ness was  also  supported  in  comparison  to  Germany  (Koehler 
& Jacoby,  1978)  and  in  the  International  Pilot  Study  of 
Schizophrenia  (Kramer,  1973) . 

One  reason  for  not  finding  a difference  between  the 
Turkish  and  the  American  clinicians  in  the  diagnosis  of 
schizophrenia  in  the  present  study  may  be  that  the  centers 
chosen  are  not  representative  of  the  countries  in  terms  of 
their  clinicians.  This  means  that  with  the  inclusion  of 
more  centers  the  averages  would  confirm  the  hypothesis. 
However , it  should  be  noted  that  the  American  tendency  to 
rate  higher  psychopathology  is  supported  in  this  study. 
Clinicians  are  not  likely  to  be  representative  in  one  task 
but  not  in  another  related  task  although  this  is  not  out  of 
the  question. 

The  second  possibility  is  that  there  are  really  no 
differences  in  the  readiness  to  diagnose  schizophrenia 
between  the  countries  on  the  average  but  only  differences 
between  the  orientations  of  particular  centers.  This  means 
that  if  representative  samples  of  clinicians  are  taken, 
the  Turkish  clinicians  will  be  as  ready  as  the  American 
clinicians  on  the  average  in  diagnosing  schizophrenia. 

Such  a similarity  can  be  from  cultural  similarity  or  from 
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the  similarity  of  concepts  due  to  Western  influence.  Since 
cultural  similarity  is  not  possible  between  the  two  coun- 
tries, the  most  likely  alternative  is  the  similarity  of  the 
professionals  in  their  concepts.  In  fact,  similarity  in 
the  concepts  of  two  diagnostic  categories  is  supported  in 
this  study:  the  paranoid  schizophrenia  and  the  manic- 

depressive,  manic  type  stereotypes  look  very  similar  in 
pattern  across  the  four  centers.  However,  stereotypes  may 
not  be  good  guides  in  explaining  diagnostic  differences. 
Although  there  are  encouraging  findings  (Carpenter  et  al., 
1974;  Fowler  et  al.,  1980),  Pope  and  Lipinski  (1978)  con- 
cluded that  schizophrenic  symptoms  had  little  demonstrated 
utility  in  determining  diagnosis  although  some  affective 
symptoms  appeared  to  be  useful  in  this  respect.  Hordern 
et  al.  (1968)  found  similar  stereotypes  among  the  American 
and  the  British  psychiatrists  despite  their  differences  in 
diagnosis.  The  present  study  also  supports  a weak  relation- 
ship between  symptoms  and  diagnosis,  as  will  be  discussed 
later  in  the  chapter.  This  leaves  us  with  similarities  and 
differences  in  diagnostic  criteria  which  include  other 
types  of  information  besides  present  symptoms. 

The  third  possible  reason  for  not  finding  a difference 
in  readiness  to  diagnose  schizophrenia  may  be  because  of 
the  particular  cases  used  in  this  study.  This  is  less 
likely  in  the  short  cases  because  they  were  useful  in  bring- 
ing out  the  biases  of  the  clinicians  in  symptom  severity 
and  in  showing  the  particular  diagnostic  orientations  of 
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the  centers.  It  is  more  likely  in  the  long  case  because  it 
may  not  be  mixed  enough  to  create  disagreement  in  diagnosis. 
In  any  case,  it  seems  that  if  there  was  a difference  in 
readiness  to  diagnose  schizophrenia  between  the  American 
and  the  Turkish  clinicians  in  the  centers  studied,  the  short 
cases  would  identify  it  as  they  did  in  the  case  of  indi- 
vidual centers  (Henderson  and  Ankara) . 

The  most  likely  alternatives  seem  to  be  the  first  and 
the  second  ones:  either  the  centers  are  not  representative 

or  there  are  really  no  differences  between  the  countries  on 
the  average.  Moreover,  if  we  accept  the  argument  that 
clinicians  are  not  likely  to  be  unrepresentative  in  diagnosis 
while  they  are  representative  in  symptom  identification,  the 
second  alternative  seems  to  be  the  most  possible  one.  How- 
ever, more  evidence  is  definitely  required  to  confirm  this. 

An  important  point  about  diagnosis  is  the  confidence 
that  the  clinicians  have  in  their  diagnoses.  In  this  study 
the  ratings  of  confidence  do  not  differ  among  the  four 
centers  in  each  case  and  they  are  always  above  average. 
Although  in  the  long  case  high  ratings  can  be  justified, 
in  the  short  cases  relatively  high  confidence  ratings  are 
not  justified  by  the  shortness  of  the  cases.  Even  if  one 
considers  the  recorded  symptomatologies  which  are  gener- 
ally more  complete  as  compared  to  the  original  short  cases, 
the  high  ratings  still  may  not  be  justified.  This  is  be- 
cause such  a justification  means  that  the  clinicians  are 
justified  in  believing  a high  correspondence  between 
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present  symptoms  and  diagnosis  and  not  accepting  the  role 
of  other  factors  like  history  in  diagnosis.  The  implica- 
tion is  that  the  clinicians  may  be  satisfied  with  present 
symptoms  and  may  not  feel  the  need  to  search  for  other 
important  information  about  the  patient. 

The  Relationship  of  Symptoms  and  Diagnosis 

Although  there  are  no  hypotheses  about  the  relationship 
of  symptoms  and  diagnosis  in  this  study,  some  findings  should 
be  pointed  out.  This  study  supports  a weak  correspondence 
between  them.  For  example,  in  Case  2 Ankara  recorded  a 
significantly  higher  number  of  schizophrenia  diagnoses  than 
Hacettepe,  while  Hacettepe  recorded  a significantly  higher 
number  of  other  and  unspecified  reactive  psychoses  (hys- 
terical psychosis)  than  Ankara.  However,  there  are  no  sig- 
nificant differences  between  them  in  symptom  severity. 

They  recorded  very  similar  symptomatologies  with  very 
similar  severity  levels  but  assigned  different  labels.  In 
the  long  case  in  spite  of  the  agreement  on  a label , there 
are  several  significant  differences  in  symptom  severity 
except  for  the  Turkish  centers  which  have  no  significant 
differences  among  themselves.  Besides  symptom  severity, 
the  lack  of  a satisfactory  relationship  is  also  evident  in 
the  case  of  symptom  patterns.  This  is  shown  by  the  simi- 
larity of  the  symptom  patterns  across  the  centers  which 
differ  in  diagnostic  assignments. 
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It  appears  that  if  one  starts  from  a diagnostic  cate- 
gory and  records  the  symptomatology  (the  stereotypes),  there 
is  agreement  in  patterns  between  the  centers.  However,  if 
it  is  the  other  way  around,  there  is  a very  weak  relation- 
ship between  symptoms  and  diagnosis.  Although  one  may  argue 
that  the  short  cases  do  not  have  enough  information  about 
symptoms,  it  should  be  remembered  that  while  recording 
symptoms  new  ones  are  inferred  and  a more  complete  picture 
(a  syndrome)  emerges;  and  the  diagnosis  is  asked  for  in  the 
questionnaire  only  after  recording  the  symptoms. 

Although  the  relationship  is  weak,  it  is  not  nonexis- 
tent. The  symptom  patterns  of  each  short  case  are  similar 
across  the  four  centers  but  the  patterns  differ  from  case 
to  case,  meaning  that  different  syndromes  were  identified 
in  different  cases.  Moreover,  in  Case  1 most  preferred 
either  paranoid  schizophrenia  or  a subtype  of  paranoid 
states.  In  Case  3 the  majority  preferred  either  a neurotic 
disorder  or  a personality  disorder.  In  Case  2,  however, 
only  three  of  the  centers  show  some  concentration:  they 

preferred  either  a subtype  of  schizophrenia  or  hysterical 
psychosis.  In  the  long  case  the  agreement  on  the  diagnosis 
may  be  at  least  partially  determined  by  the  additional 
information  besides  symptoms. 

In  the  case  of  symptom  severity  cultural  factors  ap- 
pear to  be  the  most  important  determinants  of  the  differ- 
ences between  the  centers.  In  diagnosis  the  particular 
orientations  of  the  centers  appear  to  be  the  most  important 
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variable.  The  most  important  factors  in  Henderson  that  may 
determine  its  orientation  are  its  being  an  outpatient  center 
only  and  its  staff  being  composed  of  mostly  psychologists 
and  social  workers  rather  than  psychiatrists.  These  factors 
may  have  played  a role  in  their  sensitivity,  that  is,  the 
highest  severity  ratings  and  the  readiness  to  diagnose 
schizophrenia  as  compared  to  the  other  centers.  Moreover, 
JHMHC  has  a higher  percentage  of  clinicians  than  Henderson 
who  were  educated  outside  of  the  United  States.  This  may 
be  another  factor  in  the  lower  symptom  severity  and  readi- 
ness to  diagnose  schizophrenia  in  the  case  of  JHMHC  as 
compared  to  Henderson.  In  the  case  of  the  Turkish  centers 
the  similarities  are  more  than  the  differences.  This  may 
account  for  the  lack  of  significant  differences  in  symptom 
severity.  However,  no  factors  that  may  determine  the  higher 
schizophrenic  assignments  of  Ankara  can  be  identified  which 
are  consistent  with  those  of  Henderson.  This  is  consistent 
with  the  finding  that  Henderson  assigned  a higher  number  of 
schizophrenic  diagnosis  in  two  cases  while  Ankara  did  so  in 
only  one  case.  Apparently,  the  readiness  of  Ankara  is  not 
as  strong  as  that  of  Henderson.  Hacettepe  has  some 
members  educated  in  the  United  States,  but  it  seems 
that  other  factors  are  more  important  in  determining  the 
orientations  of  the  Turkish  centers  in  diagnosis. 
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Views  on  Mental  Disorders 

The  hypothesis  about  the  clinicians'  views  on  mental 
patients  and  mental  disorders  was  a general  one:  rather 

positive  attitudes  or  views  were  expected  from  the  clini- 
cians of  both  countries.  No  specific  expectations  were 
formulated  about  the  particular  areas  inquired  into  in  this 
study . 

In  general,  the  views  of  all  the  centers  are  very 
close  to  each  other  with  only  a very  few  significant  dif- 
ferences which  are  not  concentrated  between  the  countries, 
and  there  are  almost  no  extreme  views.  Their  views  about 
patients  or  mental  disorders  can  be  characterized  as  not 
extreme,  considerate,  rather  tolerant,  optimistic,  but  at 
the  same  time  cautious,  hinting  at  the  undesirability  of 
mental  disorders,  and  confirming  the  authority  of  the  pro- 
fessionals in  decision  making  within  limits.  Although 
evaluating  such  opinions  depends  on  value  judgments,  within 
the  scientific  community  the  findings  can  be  considered  as 
supporting  a positive  general  attitude  in  both  countries. 

The  findings  support  the  conclusions  of  Rabkin  (1972) 
who  reviewed  the  literature  on  the  American  professionals' 
attitudes  about  mental  disorders.  Her  conclusion  was  that 
staff  with  advanced  professional  training  recognized  the 
patient's  strength  more,  were  more  liberal  and  tolerant, 
and  were  more  optimistic  about  recovery  as  compared  to 
lower-status  staff.  Townsend  (1975)  found  that  the  German 
patients,  staff,  and  public  generally  agreed  that  mental 
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illness  was  a biological  disorder  which  was  virtually  in- 
curable while  the  American  groups  tended  to  see  mental  ill- 
ness more  as  a behavioral  phenomenon  which  could  be  cured 
with  the  right  combination  of  motivation,  skill,  and  will- 
power of  the  patient  and  the  physician.  German  patients 
thought  that  only  the  doctor  could  decide  on  when  to  dis- 
charge and  the  patient  could  not  do  anything  to  influence 
this  decision.  In  contrast,  the  Americans  emphasized 
behavior  and  voluntary  acts  as  very  important  for  discharge, 
and  in  relation  to  this  they  stressed  compliance  with  hos- 
pital regulations  and  staff  directives.  The  previous 
findings  on  the  American  clinicians  with  advanced  training 
are  supported  in  the  present  study.  Moreover,  it  appears 
that  the  Turkish  clinicians  are  more  similar  to  the  American 
clinicians  than  to  Townsend's  German  staff. 

Although  there  are  a few  significant  differences  be- 
tween the  centers  in  the  semantic  differential  and  the 
questions,  the  direction  of  the  differences  does  not  put 
any  one  center  consistently  in  a more  disadvantaged  or  un- 
desirable position  than  the  others.  In  the  semantic  dif- 
ferential although  the  responses  are  not  extreme  in  general 
and  are  very  close  to  the  middle  of  the  scales,  most  of  the 
centers  are  usually  concentrated  on  one  or  the  other  side 
of  the  middle  of  the  scales.  It  is  interesting  to  note  that 
there  are  a number  of  terms  that  can  be  considered  negative 
or  undesirable  that  are  associated  with  the  concept  of  the 
behavior  of  a mental  patient.  However,  one  should  recognize 
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that  the  other  alternatives  are  to  be  on  the  positive  side 
or  to  be  on  the  center  of  the  scales.  Such  choices  mean 
that  the  behavior  of  a mental  patient  is  desirable,  normal, 
or  ambiguous.  Therefore,  rather  than  saying  that  mental 
disorders  are  desirable  or  should  be  left  alone,  the  clini- 
cians from  both  countries  are  indicating  that  the  disorder 
is  not  desirable.  In  fact,  the  most  extreme  response  is 
that  the  behavior  of  a mental  patient  is  sick.  However,  in 
general,  the  responses  are  not  extreme  but  just  deviant 
enough  to  let  it  be  known  that  the  disorder  is  not  desirable. 
The  general  attitude  can  best  be  described  as  cautious  but 
tolerant . 

The  other  items  in  the  semantic  differential  which 
are  concerned  with  etiology  and  the  responses  to  the  ques- 
tions do  not  reveal  any  surprises.  The  clinicians  are  not 
advancing  new  or  extreme  views  on  the  organization  of  a 
psychiatric  ward,  hospital  adjustment  of  patients,  therapy, 
etiology,  and  classification.  The  findings  suggest  that 
the  Turkish  clinicians  from  the  two  centers  are  as  modern 
as  or  knowledgeable  as  the  American  clinicians  from  the  two 
American  centers  as  much  as  this  can  be  determined  with  the 
limited  number  of  items  or  questions  included  in  the 
questionnaire . 

Summary  of  the  Conclusions 

Out  of  the  two  hypotheses  concerned  with  symptoms  and 
diagnosis  only  the  one  on  symptom  severity  is  confirmed  in 
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this  study.  The  majority  of  the  significant  differences  in 
symptom  severity  are  between  the  countries  and  in  almost 
all  of  them  the  American  centers  rate  higher  severity  than 
the  Turkish  centers.  This  supports  the  earlier  findings  on 
the  American  clinicians.  However,  probably  because  of  the 
differences  in  the  measurement  instruments  the  symptoms  in 
which  the  American  clinicians  rate  higher  severity  in  this 
study  are  not  only  those  particularly  associated  with  schizo- 
phrenia. Findings  also  suggest  the  role  of  conceptions 
about  syndromes  in  shaping  the  perception  of  symptoms. 

The  second  hypothesis  about  the  higher  readiness  of 
the  American  than  the  Turkish  clinicians  in  diagnosing 
schizophrenia  is  not  confirmed.  Rather  than  the  countries 
the  orientations  of  the  centers  appear  to  be  the  more  im- 
portant factor  in  determining  the  differences  between  the 
centers  in  diagnosis.  Support  for  the  role  of  culture  in 
diagnosis  is  very  weak  in  this  study.  More  research  is 
needed  in  the  area  of  diagnosis  to  better  understand  whether 
the  centers  are  net  representative  or  whether  there  are 
really  no  differences  on  the  average  between  the  two  coun- 
tries. In  terms  of  the  relationship  of  symptoms  and  diag- 
nosis this  study  supports  a weak  correspondence. 

Finally,  the  similarities  between  the  centers  in  their 
views  on  mental  patients  and  mental  disorders  are  impressive 
and,  in  general,  the  clinicians  are  not  extreme,  are  rather 
tolerant,  optimistic,  but  at  the  same  time  they  are  cautious 
and  confirm  the  role  of  the  authority  of  professionals  in 
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decision  making  within  limits.  Such  a view  can  be  con- 
sidered as  supporting  the  third  hypothesis  of  this  study 
and  also  the  previous  findings  on  the  American  clinicians. 

Implications 

Clinical  Practice  and  Communication 

As  this  study  and  the  other  experimental  and  cross- 
national studies  reviewed  in  the  first  chapter  show,  one's 
conceptions  influence  his  perception  or  behavior.  Few 
stimuli  are  approached  by  an  adult  for  the  first  time.  In 
addition  to  the  accumulation  of  personal  experiences,  we 
receive  knowledge,  through  formal  or  informal  means,  to  help 
us  live  in  a particular  society.  Similarly,  in  clinical 
practice  certain  beliefs,  theories,  propositions,  and  the 
like  are  given  to  the  prospective  clinician.  As  Nisbett 
and  Ross  (1980)  noted,  stimuli  are  processed  through  al- 
ready existing  knowledge  structures.  These  structures 
label  and  categorize  phenomena  quickly  and,  mostly,  accu- 
rately. However,  although  they  provide  mental  economy, 
sometimes  they  may  lead  to  incorrect  conclusions. 

Besides  such  knowledge  structures  people  use  a few 
judgmental  heuristics  (Nisbett  & Ross,  1980).  According  to 
one  of  them,  the  representativeness  heuristic,  an  object 
is  assigned  to  a particular  category  according  to  the 
extent  to  which  its  principal  features  resemble  or  represent 
that  category  rather  than  others.  According  to  the  avail- 
ability heuristic,  phenomena  are  judged  as  frequent,  probable, 
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or  causally  efficacious  to  the  extent  that  these  phenomena 
are  readily  available  in  memory.  It  is  not  the  existence 
of  such  inferential  strategies  that  is  what  is  wrong  but  it 
is  their  overuse,  misuse,  and  use  instead  of  more  appropri- 
ate strategies  of  formal  scientific  inquiry. 

McCauley  et  al . (1980)  similarly  suggested  that  stereo- 

type was  a name  for  a generalization  about  a class  of  people 
and  that  by  definition  it  was  not  necessarily  incorrect, 
illogical,  or  rigid.  With  such  an  approach  the  need  to 
distinguish  stereotypes  from  other  generalizations  dis- 
appears and  their  study  becomes  a part  of  the  general  prob- 
lem of  understanding  human  prediction  about  categories.  In 
fact.  Watts  (1980)  suggested  that  clinical  training  should 
emphasize  and  give  explicit  practice  in  the  use  of  accurate 
stereotypes.  All  these  suggest  that  psychiatric  classifi- 
cation should  be  studied  in  relation  to  human  perception 
and  cognition. 

The  recent  research  and  developments  in  psychiatric 
classification  emphasize  better  definitions,  standardized 
information  gathering,  and  polythetic  and  multiaxial 
systems  which  are,  in  effect,  attempts  at  reducing  the 
dependence  of  the  diagnostic  process  on  differing  knowledge 
structures  and  on  simple  and  vulnerable  inferential  strate- 
gies as  much  as  possible.  Such  attempts  will  reduce  com- 
munication problems  within  and  between  countries  although 
they  may  not  eliminate  them  altogether.  Cross-cultural 
studies  also  attempt  to  identify  the  differences  and  the 
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similarities  between  cultures  to  help  in  reducing  the 
confusion  in  communication. 

In  the  present  study  the  finding  on  symptom  severity 
is  consistent  within  the  study  and  with  previous  research. 
Moreover,  it  appears  that  it  has  a conceptual  basis.  The 
difference  in  symptom  severity  may  create  communication 
problems  in  that  patients  who  are  judged  as  having  severe 
pathology  in  research  in  the  United  States  may  be  judged 
as  having  significantly  less  pathology  in  some  symptoms  in 
at  least  the  Turkish  centers  studied.  However,  with  the 
knowledge  of  the  differences  at  least  a mental  adjustment 
can  be  made  in  reading  research  reports  from  the  United 
States.  In  the  case  of  symptom  patterns  it  appears  that 
an  adjustment  is  not  necessary.  The  centers  seem  to  have 
similar  conceptions  about  at  least  two  psychotic  disorders 
(the  stereotypes)  in  terms  of  symptom  patterns.  Even  in 
the  cases  they  agree  on  a pattern  although  their  diagnoses 
may  differ.  Apparently,  if  the  clinicians  from  the  four 
centers  see  the  same  patient,  they  will  most  likely  agree 
on  the  syndrome  but  may  disagree  on  what  to  call  it. 
Therefore,  the  problem  is  more  about  diagnostic  criteria. 

In  the  case  of  diagnosis  since  the  hypothesis  is  not 
confirmed  and  since  the  diagnoses  are  based  on  the  symptoms 
in  the  short  cases,  it  is  not  clear  whether  the  orientations 
identified  will  be  observed  in  longer  cases  or  in  clinical 
practice.  The  long  case  of  this  study  is  not  a help  in 
this  problem  because  it  is  not  clear  whether  the  agreement 


109 


on  a label  is  a result  of  its  length  or  its  being  an  easy 
case  to  diagnose.  The  presence  of  some  significant  dif- 
ferences between  the  centers  in  the  short  cases  is  not  a 
problem  unless  it  is  demonstrated  with  more  adequate  in- 
formation about  a patient  and  in  clinical  practice.  Condi- 
tions in  cross-national  studies  are  somewhat  different  from 
those  in  actual  clinical  practice  where  the  clinician's 
decisions  involve  serious  consequences  for  his  patients. 
However,  there  is  evidence  that  differences  in  diagnostic 
criteria  observed  between  different  countries  in  studies 
result  in  differences  in  actual  clinical  practice.  Kramer 
(1969)  noted  that  there  were  striking  differences  in  the 
rates  of  hospital  diagnoses  between  England  and  the  United 
States.  This  observation  resulted  in  a series  of  cross- 
national studies  (Professional  Staff,  1974)  that  showed 
that  there  were  differences  in  the  diagnostic  criteria  of 
clinicians  from  these  two  countries. 

In  the  centers  studied  more  adequate  information  is 
demanded  about  a patient  in  clinical  practice.  However, 
more  information  is  no  guarantee  against  bias.  Moreover, 
there  is  no  guarantee  that  the  clinician  will  use  all  the 
available  information.  For  example,  more  vivid  information 
is  more  likely  to  be  used  in  inferential  tasks  than  other 
information  (Nisbett  & Ross,  1980).  Kendell  (1975)  noted 
that  psychiatrists  varied  in  terms  of  the  type  and  quantity 
of  information  they  tried  to  obtain  before  the  diagnosis. 
However,  they  did  this  without  really  knowing  which  types 
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of  information  were  more  useful.  In  relation  to  this  the 
finding  about  confidence  ratings  should  be  pointed  out. 
Despite  the  minimal  information  presented  in  the  short 
cases,  the  average  confidence  ratings  of  all  the  cen- 
ters are  relatively  high.  Watts  (1980)  noted  that  clini- 
cians increased  correct  identifications  by  relaxing  criteria 
and  that  this  might  be  responsible  for  clinicians  developing 
inflated  confidence  regarding  their  judgmental  abilities. 
However,  they  are  not  sensitive  to  the  increase  of  false 
positive  rate  with  relaxing  criteria.  Moreover,  increased 
confidence  seems  to  result  in  discriminations  being  made  on 
a more  unconscious  and  potentially  less  critical  level. 

Research 

The  questionnaire  of  this  study  was  longer  when  it  was 
first  developed  but  for  fear  of  low  return  rates  it  was 
shortened.  The  relatively  high  return  rates  and  the  con- 
sistency of  the  patterns  in  the  cases  and  the  stereotypes, 
and  the  consistency  of  the  views  on  mental  disorders  between 
the  centers  imply  that  the  clinicians  gave  the  necessary 
attention  to  completing  the  tasks  of  the  questionnaire.  The 
same  consistency  supports  the  correctness  of  the  Turkish 
translation  of  the  questionnaire. 

In  general,  the  methods  seem  to  be  sound.  The  short 
cases  were  developed  for  studying  the  general  public  rather 
than  the  professionals.  This  study  supports  the  usefulness 
of  such  timesaving  cases  in  studying  the  perceptual  and 
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conceptual  orientations  of  different  groups  of  clinicians. 
This  is  especially  the  case  in  symptom  identification.  The 
consistency  of  the  results  in  terms  of  where  the  differences 
are  found  and  in  which  direction,  and  consistency  with  the 
previous  findings  support  this  conclusion. 

In  the  case  of  diagnosis  the  expectation  was  not  con- 
firmed and  there  are  at  least  two  explanations  for  this. 
Cross-validation  is  needed  in  finding  out  the  most  likely 
alternative.  In  terms  of  methods  it  is  preferable  to  use 
the  same  questionnaire  so  that  the  results  will  be  compar- 
able. However,  additional  data  are  required  because  it  is 
not  clear  whether  the  agreement  on  diagnosis  in  the  long 
case  is  due  to  additional  information  or  to  the  possibility 
of  its  being  an  easy  case.  This  case  and  others  that  are 
found  to  result  in  diagnostic  disagreement  have  to  be  in- 
cluded to  clarify  this  problem. 

Another  finding  that  may  be  checked  out  further  is  in 
the  semantic  differential.  In  the  word  pair  foolish/wise 
the  countries  differ  significantly.  In  no  other  word  pair 
is  there  a difference  where  both  Turkish  centers  are  on  one 
side  and  the  American  centers  on  the  other  side  of  the. 
middle  of  the  scale.  If  the  difference  is  not  because  of 
translation  and  is  consistent,  one  may  then  inquire  into 
the  reasons  why  a mental  patient's  behavior  is  wise  or 
foolish.  In  this  connection  one  is  reminded  of  Laing 
(1967,  1971)  who  would  most  likely  say  that  the  patient 
is  wiser  than  the  "normals." 
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Besides  cross-validation  studies,  another  area  that  can 
be  inquired  into  is  decision  making  by  clinicians.  There 
are  numerous  possibilities  of  research  in  this  area  but  it 
is  beyond  the  scope  of  this  report  to  go  into  these  possi- 
bilities . However , one  particular  area  is  clearly  suggested 
by  this  study:  the  amount  and  type  of  information  the 

clinicians  are  satisfied  with  and  their  high  confidence  in 
diagnosis  on  the  basis  of  inadequate  information.  Watts 
(1980)  was  mentioned  earlier  in  relation  to  confidence  rat- 
ings. He  noted  that  trained  clinicians  were  less  content 
with  relatively  available  data  (surface  information)  and 
they  looked  for  relatively  unavailable  data.  Moreover, 
they  may  try  to  do  this  without  the  acuity  re- 
quired by  the  task.  There  is  no  clear  evidence  which  shows 
that  the  acuity  of  clinicians  increases  with  training  and 
experience,  but  Watts  suggested  that  clinicians  might  relax 
their  criteria  for  reporting  psychological  phenomena  and  in 
this  way  produce  an  appearance  of  greater  acuity.  He  also 
noted  that  people  tended  to  evaluate  their  judgmental  ac- 
curacy on  the  basis  of  correct  positive  identifications 
without  giving  the  required  importance  to  the  rate  of  false 
positives.  This  may  result  in  inflated  confidence  over 
one's  judgmental  abilities. 

Such  high-risk  strategies  can  be  studied  in  relation 
to  the  efficiency  of  diagnosis  and  other  clinical  decisions. 
High-risk  strategies  may  not  necessarily  introduce  error. 

If,  for  example,  they  prevent  one  from  searching  the  more 


113 


useful  information  or  if  the  clinician  is  not  much  con- 
scious of  his  strategy,  then  they  may  be  more  likely  to 
introduce  error.  The  rates  of  false  and  correct  positives 
and  the  rates  of  false  and  correct  negatives  can  be  identi- 
fied in  relation  to  different  strategies  or  amounts  and 
types  of  information  the  clinicians  demand,  to  see  whether 
they  are  justified  in  their  strategies  and  to  identify  the 
more  efficient  or  desirable  strategies,  and  amounts  and 
types  of  information  in  decisions  concerning  diagnosis, 
prognosis,  and  treatment  plan.  Kendell  (1975)  noted  that 
psychiatrists  had  little  idea  about  the  most  useful  types 
of  information  in  diagnosis.  Therefore,  clinicians  should 
be  made  aware  of  their  inferential  strategies.  In  fact, 
one  basic  aim  of  the  present  study  is  to  make  the  clinicians 
more  aware  of  their  differences  in  the  diagnostic  process. 

In  conclusion,  it  appears  that  the  descriptive  classi- 
ficatory  attempts  have  a long  way  to  go  before  they  can  be 
satisfactorily  applied  in  different  countries  and  cultures. 

A descriptive  classification  by  itself  is  not  enough  to 
create  uniformity  if  the  clinicians  who  use  it  think  dif- 
ferently to  some  extent  when  faced  with  the  same  task. 
However,  it  should  be  emphasized  that  surprising  similari- 
ties were  also  observed  in  this  study.  Kendell  et  al. 

(1974)  predicted  that  if  a serious  difference  in  usage  of 
diagnostic  terms  could  develop  between  England  and  the 
United  States  which  have  a common  language  and  extensive 
professional  and  cultural  ties,  then  there  might  be  an 
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even  more  serious  difference  between  countries  that  do  not 
have  these  advantages.  However,  the  present  study  does 
not  support  their  prediction:  besides  differences,  striking 

similarities  were  observed  between  the  clinicians  from  two 
widely  differing  countries.  Apparently,  the  Turkish  clini- 
cians have  been  influenced  a great  deal  by  American  psychia- 
try and  psychology.  This  implies  that  concepts  about  mental 
disorders  can  be  changed,  although  it  may  take  some  time, 
and  that  confusion  in  scientific  communication  can  be 
reduced . 

On  the  basis  of  this  study  the  investigator  is  optimis- 
tic, but  the  studies  that  compare  symptoms  and  diagnosis  in 
different  settings  or  cultures  should  be  complemented  by  a 
more  detailed  analysis  of  decision  making  by  clinicians. 


appendix  a 

THE  QUESTIONNAIRE1 

In  the  following  pages  the  English  and  the  Turkish 
versions  of  the  questionnaire  are  given  without  the  repe- 
titions of  the  symptom  checklist  and  the  page  for  re- 
cording the  diagnosis.  The  contents  of  the  questionnaire 
are  reproduced  exactly  as  they  are  in  the  original  but  in 
a more  compact  format  and  with  some  changes  in  the  headings 
or  with  the  addition  of  new  headings  to  make  the  compact 
format  more  intelligible.  In  the  Turkish  version  the 
Turkish  headings,  when  there  are  such  headings  in  the  ques- 
tionnaire, are  also  given  after  the  English  headings. 

Most  of  the  materials  from  other  sources  were  either 
adapted  or  modified  for  the  purposes  of  the  present  study. 
These  are  described  in  chapter  two.  Case  1 and  Case  3 were 
adapted  from  the  Star  vignettes  which  are  most  readily 
available  in  Cumming  and  Camming  (1957) , and  Case  2 is 
from  Kendell  et  al . (1971) . The  long  case  is  not  reproduced 

here  because  of  its  length.  It  is  a shortened  version  of 
a case  given  as  an  example  of  schizoaffective  type  of 
schizophrenia  in  English  and  Finch  (1957)  . The  symptom 

1Sample  copies  of  the  questionnaire  can  be  obtained  from 
the  investigator  by  writing  to  the  Department  of  Social 
Sciences,  Middle  East  Technical  University,  Ankara, 

Turkey . 
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checklist  was  modified  from  the  Brief  Psychiatric  Rating 
Scale  format  given  in  Overall  (1978) , and  in  the  semantic 
differential  12  of  the  pairs  out  of  the  28  pairs  are  from 
Nunally  (1961) . The  classification  system  is  not  repro- 
duced here  because  it  is  readily  available:  the  mental 

disorders  section  of  the  ICD-9  (World  Health  Organization, 
1978)  is  reprinted  in  DSM-III  (American  Psychiatric  Associa- 
tion, 1980)  as  an  appendix. 

The  English  Version  of  the  Questionnaire 

You  are  being  asked  to  participate  in  a cross-cultural 
study  of  diagnosis  and  some  conceptions  of  mental  disorders. 
Your  participation  will  supply  valuable  information  concern- 
ing the  differences  and  the  similarities  of  American  and 
Turkish  psychiatrists  and  psychologists. 

This  study  is  being  carried  out  by  Dogan  Eker  who  is 
a Ph.D.  candidate  of  Clinical  Psychology  in  the  University 
of  Florida. 

Since  this  questionnaire  is  the  only  data  gathering 
instrument  used  in  this  study  and  since  it  is  sent  to  a 
very  small  number  of  professionals  in  both  countries,  your 
cooperation  in  filling  out  the  questionnaire  and  returning 
it  is  of  utmost  importance. 

The  questionnaire  consists  of  five  parts: 

1.  Background  information  about  yourself. 

2.  Very  short  case  descriptions  whose  significant  symptoms 
are  to  be  noted  and  recorded  by  you  and  for  which  you 
make  your  diagnosis. 
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3.  A longer  case  description  whose  significant  symptoms 
are  to  be  recorded  by  you  and  for  which  you  make  your 
diagnosis . 

4.  Your  idea  of  the  most  typical  symptoms  pertaining  to 
two  diagnostic  categories. 

5.  Some  questions  concerning  your  opinion  about  hospital 
adjustment  of  the  mentally  ill,  as  well  as  your  views 
about  causation  and  other  aspects  of  mental  disorders. 

Your  name  is  not  required  on  the  questionnaire  for 
this  study.  However,  if  you  would  like  to  learn  about  the 
results  after  they  are  obtained,  write  your  name  on  the 
questionnaire . 

Thank  you  very  much  for  your  cooperation. 

Background  Information 
Male  Female 

Age  Birth  Place:  Rural  Urban 

Lived  most  of  your  life  in:  Rural Urban  environment. 

Years  of  direct  contact  (practice)  with  mental  patients: 
Years  Months  

Regular  faculty  member  Resident  Other  (specify) 

Psychiatrist Psychologist  Other  (specify) 

Undergraduate  education  in  (country) 

Graduate  education  in  (country) 

Degree:  B.A.  or  B.S.  M . A . or  M.S. 

Ph.D.  M.D.  Other  (specify) 
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In  addition  to  your  degree  are  you  one  of  the 
following : 

Graduate  assistant  

Assistant  professor 
Associate  professor 
Full  professor 

Short  Cases 

In  this  second  part,  three  very  brief  case  descrip- 
tions are  provided.  Your  task  will  be  to  (a)  read  a case, 

(b)  record  the  symptoms  of  the  case  that  you  think  are 
present  on  the  seven-point  severity  scales  provided, 

(c)  diagnose  the  case  by  using  the  diagnostic  categories 
from  the  International  Classification  of  Diseases  (ICD-9) 
provided  as  a separate  packet,  and  finally  (d)  indicate 
your  confidence  in  your  diagnosis  on  the  seven-point  con- 
fidence scale  provided. 

This  procedure  is  to  be  repeated  for  each  of  the 
cases.  It  is  quite  apparent  that  very  short  cases  do  not 
include  sufficient  amount  of  information  and  as  a result 
you  may  have  a difficult  time  in  completing  the  task. 

This  is  an  unavoidable  condition  of  the  study.  Please  try 
your  best  to  complete  the  task. 

A note  of  caution : In  marking  the  scales  please 

put  your  mark  inside  a box  as  in  the  following  example: 


Not  present 


X 


Severe 


Do  not  put  your  mark  between  the  boxes  as  in  the  following 
example : 


Not  present  : : : : : X ; : Severe 

Case  1.  This  man  is  very  suspicious:  he  does  not 

trust  anybody,  and  he  is  sure  that  everybody  is  against  him. 
Sometimes  he  thinks  that  people  he  sees  on  the  street  are 
talking  about  him  or  following  him  around.  A couple  of 
times,  now,  he  has  beaten  up  men  who  did  not  even  know  him 
because  he  thought  that  they  were  plotting  against  him. 

The  other  night  he  began  to  curse  his  wife  terribly,  then 
hit  her  and  threatened  to  kill  her,  because,  he  said,  she 
was  working  against  him,  too,  just  like  everyone  else. 

Case  2.  She  is  a married  woman  of  25  years  of  age  who 
described  herself  with  some  accuracy  as  having  "gone  back 
to  being  six."  She  denied  knowing  the  date  or  how  old  she 
was  and  behaved  and  spoke  in  an  absurdly  childlike  manner, 
clutching  an  empty  egg  carton  and  asking  to  be  allowed  to 
sit  on  her  husband's  knee  and  be  cuddled.  She  described 
how  this  remarkable  behavior  had  been  precipitated  by  the 
threat  of  her  husband's  arrest  on  a criminal  charge  and 
also  gave  a history  of  an  earlier  "breakdown"  when,  as  a 
nursing  student,  she  had  been  required  to  assist  at  a 
delivery . 

Case  3.  This  man  has  a good  job  and  is  doing  pretty 
well  at  it.  Most  of  the  time  he  gets  along  all  right  with 
people,  but  he  is  always  touchy  and  he  loses  his  temper 
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quickly  if  things  are  not  going  his  way  or  if  people  find 
fault  with  him.  He  worries  a lot  about  little  things  and 
he  seems  to  be  moody  and  unhappy  all  the  time.  Everything 
is  going  right  for  him,  but  he  cannot  sleep  at  night,  brood- 
ing over  the  past  and  worrying  about  things  that  might  go 
wrong . 

A Long  Case 

In  this  part  a longer  case  description  is  provided. 

As  in  the  previous  part  with  short  cases,  your  task  is  to 
(a)  read  the  case,  (b)  record  the  symptoms  that  you  think 
are  present  in  the  case  on  the  seven-point  severity  scales, 
(c)  diagnose  the  case  by  using  the  categories  from  the 
International  Classification  of  Diseases  (ICD-9) , and 
finally  (d)  to  indicate  your  confidence  in  your  diagnosis 
on  the  seven-point  confidence  scale  provided. 

Again  please  put  your  mark  inside  a box  and  not 
between  the  boxes. 

Symptoms 

1.  Somatic  concern:  pre-  Not  Moderate  High 

occupation  with  health,  present  severity  severity 

fear  of  physical  illness,  1234567 

hypocondriasis . :::::::: 

2.  Anxiety:  worry,  fear, 

overconcern  for  present 


or  future. 
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3.  Emotional  withdrawal: 

Lack  of  spontaneous  in- 
teraction, isolation, 
deficiency  in  relating 
to  others. 

4.  Conceptual  disorganiza- 
tion: thought  processes 

confused,  disconnected, 
disorganized,  disrupted. 

5.  Guilt  feelings:  self- 

blame, shame,  remorse 
for  past  behavior. 

6.  Tension:  physical  and 

motor  manifestations  or 
nervousness,  overactiva- 
tion . 

7.  Mannerisms  and  posturing: 
peculiar,  bizarre,  unnatural, 
motor  behavior  (not  includ- 
ing tic ) . 

8.  Grandiosity:  exaggerated 

self-opinion,  arrogance, 
conviction  of  unusual  power 
or  abilities. 

9.  Depressive  mood:  sorrow, 

sadness,  despondency, 
pessimism . 
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10.  Hostility:  animosity,  con- 

tempt, belligerence,  disdain 
for  others. 

11.  Suspiciousness:  > mistrust, 
belief  others  harbour  mali- 
cious or  discriminatory 
intent . 

12.  Hallucinatory  behavior: 
perceptions  without  normal 
external  stimulus  cor- 
respondence . 

13.  Motor  retardation:  slowed, 

weakened  movements  or  speech, 
reduced  body  tone. 

14.  Uncooperativeness:  resis- 

tance, guardedness,  rejec- 
tion of  authority. 

15.  Unusual  though  content: 
unusual,  odd,  strange, 
bizarre  thought  content. 

16.  Blunted  affect:  reduced 

emotional  tone,  reduction 
in  normal  intensity  of 
feelings,  flatness. 

Excitement:  heightened 

emotional  tone,  agitation, 
increased  reactivity. 


17. 
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18.  Disorientation:  confusion, 

or  lack  of  proper  association 

for  person,  place,  or  time.  :::::::: 

Diagnosis:  The  Format  Used  in  JHMHC 

Your  third  task  is  to  diagnose  the  case  by  using  the 
diagnostic  categories  from  the  International  Classification 
of  Diseases  (ICD-9)  provided  as  a separate  packet.  Record 
your  main  diagnosis  and  indicate  your  confidence  in  it. 

Your  main  diagnosis: 

Code  number  (from  ICD-9) : 

Your  confidence  in  your  main  diagnosis: 

Not  Moderately  Very 

confident  confident  confident 
:1:2:3:4:5:6:7: 

If  you  did  not  put  your  mark  in  box  7 of  the  confi- 
dence scale,  please  also  record  an  alternative  diagnosis. 
Your  alternative  diagnosis: 

Code  number  (from  ICD-9) : 

Diagnosis:  The  Format  Used  in  Henderson 

lour  third  task  is  to  diagnose  the  case  by  using  the 
diagnostic  categories  from  the  International  Classification 
of  Diseases  (ICD-9)  provided  as  a separate  packet.  First, 
record  your  main  diagnosis  and  indicate  your  confidence 
in  it.  If  you  have  a high  uncertainty  about  your  main 


124 


diagnosis  and  would  like  to  record  an  alternative  diagnosis 
also,  record  it  in  the  space  provided  below. 

Your  main  diagnosis: 

Code  number  (from  ICI-9) : 

Your  confidence  in  your  main  diagnosis: 

Not  Moderately  Very 

confident  confident  confident 
:1:2:3:4:5:6:7: 

Your  alternative  diagnosis  (if  you  want  to  record 

one)  : 

Code  number  (from  ICD-9) : 

Typical  Symptomatology 

In  this  part  of  the  questionnaire  your  task  is  to 
record  the  symptoms  that  you  think  are  the  most  typical 
of  the  two  psychotic  disorders.  These  categories  are 
schizophrenia,  paranoid  type  (code:  295.3)  and  manic- 

depressive  psychosis,  manic  type  (code:  296.0). 

Again  the  list  of  symptoms  with  seven-point  severity 
scales  is  provided  for  each  of  these  two  categories.  Your 
task  is  to  mark  the  typical  level  of  severity  of  the 
symptoms  that  you  think  are  the  most  typical  of  that 
diagnostic  category. 

Since  there  are  wide  individual  variations  in  symp- 
tomatology even  within  one  diagnostic  category,  the  task 
may  seem  somewhat  difficult.  In  completing  the  task  think 
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about  the  stereotyped  or  the  most  typical  symptoms  and 
their  severity  that  you  would  expect  from  most  of  the 
patients  in  a diagnostic  category.  In  other  words,  if 
you  were  writing  a textbook  and  were  trying  to  describe 
the  symptomatology  of  a particular  category  of  patients 
from  your  own  culture  (or  country) , how  would  you  describe 
the  symptomatology  of  that  diagnostic  category? 

Please  put  your  mark  inside  a box  and  not  between 
the  boxes. 

Views  on  Mental  Patients  and  Mental  Disorders 

This  part  of  the  questionnaire  consists  of  two  sec- 
tions. In  the  first  section  the  purpose  is  to  find  out 
how  you  like  to  describe  the  behavior  of  a mental  patient. 
Your  description  can  be  made  by  marking  the  list  of  words 
provided.  Each  pair  of  words  forms  a scale.  By  making 
a mark  along  the  scale  you  can  indicate  what  you  associate 
with  the  behavior  of  a mental  patient. 

If  you  think  that  the  behavior  of  a mental  patient 
is  highly  related  with  one  end  of  the  scale,  you  would 
place  a mark  as  follows: 

Pos . : : : ; : : : X : Neg.  OR  Pos.  : X : : : : : : : Neg. 

If  you  think  that  the  behavior  of  a mental  patient  is 
moderately  associated  to  one  or  the  other  end  of  the  scale, 


you  would  place  a mark  as  follows : 
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Pos.  '•  : X ; : : : : : Neg.  OR  Pos . : : : : : ;X:  : Neg 

If  you  think  that  the  behavior  of  a mental  patient  is 
slightly  related  to  one  side  or  the  other,  you  would  mark 
as  follows : 

Pos.  : : : X:  : : ; : Neg.  OR  Pos.  : ; : ; : X : : : Neg 

If  you  consider  both  sides  to  be  equally  related  to 
the  term,  you  would  mark  the  middle  box: 

Pos.  : : : : X : : : ; Neg. 

Behavior  of  a Mental  Patient 


Weak  : : : : 

Bad  : : : : 

Family  : : : : 

Irresponsible  : : : : 

Rural  : : : : 

Foolish  : : : : 

Female  : : : : 

Free  : : : : 

Voluntary  : 

High  education  : : : : 

General  : : : : 

Strange  : : : : 

Active  : : : : 

Predictable  : : : : 

Primitive  : : : : 
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Clean 

• 

Dirty 

Dangerous 

• 

Safe 

Young 

. 

Old 

Slow 

. 

Fast 

Cold 

. 

Warm 

Psychology 

• 

Biology 

Sociology 

• 

Psychology 

Retarded 

• 

Intelligent 

Happy 

. 

Sad 

Sick 

• 

Healthy 

Us 

. 

Them 

Common 

• 

Rare 

Relaxed 

• 

• 

Tense 

this  second 

section  of  part 

5 your  task  is  simply 

to  answer  the  questions  by  marking  any  one  of  the  boxes  in 
seven— point  scales  to  indicate  the  extent  to  which  you 
agree  with  one  or  the  other  side  of  the  scales. 

Please  put  your  marks  inside  the  boxes  and  not  between 

them. 

1.  What  is  the  extent  of  disorganization  (e.g.,  noise, 
fights,  no  respect  for  hospital  rules)  that  you  can 
tolerate  in  a psychiatric  ward? 

None  Moderate  High 


What  degree  of  freedom  (e.g.,  choice  of  activity, 
deciding  on  a time  schedule)  would  you  grant  the 
patients  in  a psychiatric  ward? 

None,  Moderate  High 


The  degree  of  control  a hospitalized  mental  patient 
is  capable  of  exercising  over  his  behavior  is: 

None  Moderate  High 


The  degree  a mental  patient  should  change  in  the 
direction  of  conformity  to  the  rules  of  the  hospital 
to  be  considered  sufficiently  improved  ("healthy") 
by  the  staff  is: 

None  Moderate  High 


Whose  view  of  health  is  more  important;  the  mental 
patient's  or  the  staff's? 

Patient's  Both  Staff's 


Whose  effort  is  more  important  in  the  improvement  of 
a mental  patient,  the  patient's  or  the  staff's? 
Patient's  Both  Staff's 


In  general,  who  influences  the  release  of  a mental 
patient  from  the  hospital  more? 

Patient  Both  Staff 


In  your  opinion,  what  is  the  degree  of  genuine  accep- 
tance of  "healthy"  behavior  patterns  by  the  mental 
patient  at  the  end  of  therapy? 

None-  Moderate  High 

What  is  the  degree  of  usefulness  of  psychiatric 

classification  in  clinical  practice  (in  contrast  to 
research) ? 

None  Moderate  High 

What  is  the  degree  of  usefulness  of  psychiatric 

classification  in  research  on  mental  disorders? 

None  Moderate  High 


To  what  degree,  do  you  think,  biological  factors  (as 
compared  to  environmental  factors)  are  important  in 
the  etiology  of  mental  disorders? 

None  Moderate  High 


What  is  the  degree  of  modifiability  (prognosis)  of 
mental  disorders? 

None  Moderate  High 


In  your  opinion,  what  is  the  extent  of  conscious 
effort  on  the  part  of  the  patient  in  the  appearance 
of  a psychiatric  disorder. 


None  Moderate  High 
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The  Turkish  Version  of  the  Questionnaire 

Akil  has tali klarina  degisik  kulturlerde  klinik  tani 
koymak  ve  akil  hastaliklari  ile  ilgili  bazi  kavramlari  kar- 
silastiran  bir  arastirmaya  katilmaniz  istenmektedir . Bu 
arastirmaya  katilmakla  Turk  ve  Amerikali  psikiyatris tier 
ile  psikologlar  arasindaki  farkliliklar  ve  benzerlikler 
konusunda  degerli  bilgiler  saglamis  olacaksiniz. 

Bu  arastirma  University  of  Florida 'da  Kilinik  Psikolo- 
jisinde  doktora  adayi  olan  Dogan  Eker  tarafindan  yurutulmek- 
tedir . 

Bu  anket  arastirmada  kullanilan  tek  veri  toplama 
araci  oldugundan  ve  her  iki  ulkede  cok  az  sayida  psikiyat- 
rist  ve  psilologa  gonderildiginden  anketi  doldurmaniz  ve 
geri  gondermeniz  cok  onemli  olmaktadir. 

Anket  bes  bolumden  meydana  gelmektedir: 

1.  Kendi  hakkinizda  bazi  genel  bilgiler  (isim  gerekli 
degildir) . 

2.  Onemli  hastalik  belirtilerini  ve  klinik  tani  izlenimi- 
nizi  not  edeceginiz  cok  kisa  vaka  ozetleri. 

3.  Onemli  hastalik  belirtilerini  ve  klinik  tani  izlenimi- 
nizi  not  edeceginiz  daha  uzun  bir  vaka. 

4.  Iki  degisik  psikiyatrik  hastalik  kategorisinin  sizce 
en  tipik  olan  hastalik  belirtileri. 

Akil  hastalirinin  hastane  uyumu  ile  akil  hastaliklarinin 
nedenleri  ve  diger  yonleri  konusunda  sizin  gorusunuzu 
iceren  bazi  sorular. 


5. 
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Bu  ankette  isminizi  vermeniz  gerekmemektedir . Fakat 
sonuclar  elde  edildiginde  bunlari  ogrenmek  isterseniz  ismi- 
nizi ankete  yazabilirsiniz . 

Bu  anketi  doldurmakla  gos tereceginiz  isbirligi  icin 
simdiden  cok  tesekkurler. 

Background  Information  (Kisisel  Bilgiler) 

Erkek  Kadin  

Yas  Dogum  yeri : Kirsal  Kentsel  cevre. 

Yasaminiz  boyunca  en  uzun  yasadiginiz  yer:  Kirsal 

Kentsel  cevre. 

Akil  hastaliklari  ile  kac  sene  dogrudan  profesyonel 

iliskiniz  oldu?  sene  ay 

Psikiyatrist  Psikolog  Diger  (belirtiniz) : 

Lisans  egitimi  aldiginiz  yer  (ulke) : 

Lisans  ustu  egitimi  aldiginiz  yer  (ulke) : 

Dereceniz:  Lisans  (4  senelik  universite) 

Tip  derecesi 

Lisans  ustu  (bilim  uzmanligi,  master) 

Doktor 

Tipta  uzmanlik  

Derecenize  ek  olarak  asagidakilerden  hangisi 
sizin  icin  gecerlidir: 

Asistan  Ogretim  gorevlisi 

Docent  Profesor 
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Short  Cases  (Kisa  Vaka  Ozetleri) 

Bu  ikinci  bolumde  uc  tane  cok  kisa  vaka  ozeti  veril- 
mistir.  Sizden  istenen,  (a)  vakayi  okumaniz,  (b)  var  ol- 
dugunu  dusundugunuz  hastalik  belirtilerini  yedi  dereceli 
siddet  olcegi  uzerinde  isaretlemeniz , (c)  anket  ile  beraber 

verilen  Hastaliklarin  Uluslararasi  Sinif lamasindaki  (ICD-9) 
kategorileri  kullanarak  klinik  tani  izleniminizi  not  et- 
meniz , ve  son  olarak  (d)  yedi  dereceli  guven  olcegi  uzerinde 
klinik  taniniza  olan  guveninizi  isaret  etmenizdir . 

Bu  yontem  her  bir  kisa  vaka  icin  ayri  ayri  tekrarla- 
nacaktir . 

Rahatlikla  farkina  varacaginiz  gibi  cok  kisa  vaka  ozet- 
leri yeterli  bilgiyi  icermemektedir . Bundan  dolayi  bu  bolu- 
mu  bitirmekte  zorluk  cekebilirsiniz . Bu,  arastirmanin 
kacinilmaz  bir  kosuludur.  Lutfen  bu  bolumu  tamamlamakta 
elinizden  geleni  yapiniz. 

Dikkat  etmeniz  gereken  bir  noktada  sudur : olcekleri 

isare tlerken  lutfen  isaretinizi  asagidaki  ornekte  oldugu 
gibi  bir  kutunun  icine  koyunuz . 

Yok  : : ; : : X : ; : Siddetli 

Isaretinizi  asagidaki  ornekte  oldugu  gibi  kutularin  arasina 
koymayiniz . 

Yok  : : : : X : : : Siddetli 
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Case  1 (Birinci  Vaka).  Bu  adam  cok  supheci  biridir: 
kimseye  guvenmez  ve  herkesin  ona  karsi  olduguna  emindir. 
Arada  bir  yolda  gordugu  insanlarin  onun  hakkinda  konustukla- 
rini  ya  da  onu  takip  ettiklerini  dusunmektedir . Hatta 
birkac  defa  kendine  karsi  tuzak  kurduklarini  dusunerek 
onu  hie  tanimayan  adamlari  dovmustur.  Bir  onceki  gece 
herkes  gibi  karisininda  ona  karsi  oldugunu  soyleyerek  kari— 
sina  korkunc  bir  sekilde  sovmeye  baslamis,  sonrada  ona 
vurmus  ve  olurale  tehdit  etmistir. 

Case  2 (Ikinci  Vaka).  Evli  olan  25  yasindaki  bu  hanim 
kendini  oldukca  dogru  bir  sekilde  "alti  yasina  geri  gitmis" 
olarak  tanimlamaktadir . Gunun  tarihini  ve  yasini  soylemi- 
yor  ve  acayip  cocuksu  bir  bicimde  konusuyordu;  bos  bir 
karton  yunmrta  kutusunu  kavramisti  ve  yalnizca  kocasinin 
kucagina  oturmasina  ve  oksanmasina  izin  verilmesini  istiyor- 
du.  Bu  davranisin  kocasinin  onemli  bir  suclamayla  tutuk- 
lanma  tehdidinden  sonra  ortaya  ciktigini  ve  buna  ek  olarak 
daha  once  hemsirelik  talebesi  iken  bir  dogumda  yardimei 
olmasi  istendiginde  olan  "rahatsizlanmasini " anlatmistir. 

Case  3 (Ucuncu  Vaka) . Bu  adamin  iyi  bir  isi  vardir 
ve  isinde  de  oldukca  iyidir.  Cogu  zaman  insanlarla  iyi 
gecinraektedir , fakat  hep  alingandir  ve  isler  onun  istedigi 
gibi  gitmeyince  ya  da  ona  kusur  bulduklarinda  cabucak  ofke- 
lenmektedir.  Ufak  seyler  icin  cok  tasalanmakta  ve  herzaman 
sikintili  ve  mutsuz  oldugu  gorunumunu  vermektedir . Her 
isi  yolunda  oldugu  halde,  geemis  uzerinde  durarak  ve  ters 
gitmesi  olanagi  olan  seyler  icin  tasalanarak  geceleri 
uyuyamamaktadir . 
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A Long  Case  (Uzun  Bir  Vaka) 

Bu  bolumde  daha  uzun  bir  vaka  verilraistir.  Bir  onceki 
bolumde  verilen  kisa  vakalarda  oldugu  gibi,  yapmaniz  istenen, 
(a)  vakayi  okumaniz,  (b)  var  oldugunu  dusundugunuz  hastalik 
belirtilerini  yedi  dereceli  siddet  olcegi  uzerinde  isaret- 
lemeniz,  (c)  Hastaliklarin  Uluslararasi  Sinif lamasindaki 
(ICD-9)  kategorileri  kullanarak  vakaya  klinik  tani  vermeniz, 
ve  son  olarak  (d)  yedi  dereceli  guven  olcegi  uzerinde  klinik 
taniniza  olan  guveninizi  isaret  etmenizdir. 

Daha  once  oldugu  gibi  olcekleri  isaretlerken  lutfen 
isaretinizi  kutularin  arasina  degil  bir  kutunun  icine 
koyunuz . 

Symptoms  (Hastalik  Belirtileri) 

1.  Somatik  ugras:  saglik  ile 

ugrasmak,  bedensel  hastalik- 
lardan  korkma,  hipokondri . 

2.  Kaygi  (anksiyete) : Tasa, 

korku,  simdiki  zaman  ya  da 
gelecek  ile  gerektiginden 
cok  ilgilenmek. 

3.  Duygusal  geri  cekilme: 
kendiliginden  iliski  kura- 
mama , herkesten  ayri  kalmak, 
digerleri  ile  iliski  kurmada 
yetersizlik . 


Orta  Yuksek 
Yok  siddet  siddet  ■ 
1 2 3 4 5 6 7 
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4.  Kavramsal  karmasa:  karisik 

baglantisiz,  duzeni  olmayan, 
kesintili  dusunce  sureci. 

5.  Sucluluk  duygusu:  kendini 

suclamak,  utanc , gecmis  dav- 
ranis  icin  vicdan  azabi  cek- 
mek . 

6.  Gerginlik:  fiziksel  ve 

motor  belirtiler  ya  da  sinir- 
lilik,  asiri  hareketlilik . 

7.  Manyerizm  ve  durus  alis  (pos- 
turing): gorulmemis,  acayip, 

dogal  olmayan  motor  davranis 
(tik  haric ) . 

8.  Buyukluk  fikirleri  (gran- 

dioz  fikirler) : kendi  hak- 

kinda  abartilmis  dusunceler, 
magrur , alisilmamis  guce  ya 
da  yeteneklere  sahip  olduguna 
inanmak . 

9.  Cokkun  (depresif)  duygu  du- 

rumu:  uzuntu,  umutsuzluk, 

kotumserlik . 

10.  Husumet  (hostilite) : dusman- 

lik,  nefret,  kavgaci,  baskala- 
rini  kucumseyip  onlara  hakaret 


etmek . 
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11.  Kuskuculuk:  guvensizlik, 

baskalarinin  onun  hakkinda 
kotu  dusunceler  besledik- 
lerine  ya  da  ona.  farkli 
davranmayi  amac  edindikle- 
rine  inanma. 

12.  Varsani  (hallusinasyon) : 
normal  olarak  gereken  bir  dis 
uyarici  olmadan  algilama. 

13.  Motor  yavaslama:  agirlasmis, 

gucsuz  hareketler  yada  ko- 
nusma,  vucut  tonunda  azalma. 

14.  Isbirligi  yapmamak:  diren- 

me , savunuculuk,  otoriteyi 
reddetme . 

15.  Alisilmamis  dusunce  icerigi: 
alisilmamis,  acayip,  garip, 
"bizarre"  dusunce  icerigi. 

16.  Duygu  kuntlugu:  heyecan- 

sal  tonun  azalmasi,  duygu- 
larin  normal  siddetinde 
azalma,  kuntluk. 

Coskunluk  (excitement) : 
heyecansal  tonda  artma,  aji- 
tasyon,  tepkide  artma. 


17. 
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18.  Yonelim  bozuklugu:  ki- 

siyle,  yerle,  ya  da  zaman- 
la  ilgili  konfuzyon  ya  da 
cagrisim  eksikligi. 

Diagnosis 


Yapacaginiz  ucuncu  islem,  anket  ile  beraber  verilen 
Hastaliklarin  Uluslararasi  Sinif lamasini  (ICD-9)  kulla- 
narak  vakaya  klinik  tani  vermenizdir.  Temel  klinik 
taninizi  yaziniz  ve  taniniza  olan  guveninizi  belirtiniz. 

Temel  klinik  taniniz : 

Kod  numarasi  (ICD-9  dan) : 

Yok  Orta  Cok 
:1:2:3:4:5:6:7; 

Eger  isaretinizi  guvenirlik  olceginde  7 numarali 
kutuya  koymadiysaniz  lutfen  birde  secenek  (alternatif) 
klinik  tani  yaziniz. 

Secenek  klinik  taniniz: 

Kod  numarasi  (ICD-9  dan)  : 

Typical  Symptomatology  (Tipik  Hastalik  Belirtileri) 

Anketin  bu  bolumunde  yapmaniz  istenen,  iki  psikotik 
hastalik  kategorisinin  sizce  en  tipik  olan  hastalik  belir- 
tilerini  isaretlemenizdir . Bu  kategoriler,  skizofreni. 
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paranoid  tip  (kod:  295.3)  ve  manik-depresif  psikoz, 

manik  tipdir  (kod:  296.0). 

Bu  iki  kategorinin  her  biri  icin  daha  once  gordugunuz 
yedi  noktali  siddet  o-lcekli  hastalik  belirtileri  listesi 
verilmistir.  Sizden  istenen,  her  bir  klinik  taninin  sizce 
en  tipik  olan  hastalik  belirtilerini  ve  bu  belirtilerin 
tipik  siddetlerini  isaretlemenizdir . 

Tek  bir  hastalik  kategorisinde  bile  hastalik  belirti- 
lerinde  bireysel  farkliliklar  cok  oldugundan  dolayi  bu 
bolumdeki  islem  biraz  zor  gorunebilir.  Bu  bolumu  tamamlar- 
ken,  verilen  bir  hastalik  kategorisindeki  hastalarin  cogun- 
lugundan  beklediginiz  kaliplasmis  (stereotipik)  ya  da  en 
tipik  hastalik  belirtilerini  ve  bunlarin  siddetlerini 
dusunun.  Diger  bir  deyisle,  eger  bir  ders  kitabi  yaziyor 
olsaydiniz  ve  kendi  kul turunuzden  (ya  da  ulkenizden)  olan 
ve  belirli  bir  psikiyatrik  hastalik  kategorisindeki  has- 
talarin belirtilerini  tanimlamaya  calisiyor  olsaydiniz, 
bu  kategorinin  hastalik  belirtilerini  nasil  tanimlardiniz ? 

Lutfen  isaretinizi  kutularin  arasina  degil  bir 
kutunun  icine  koyunuz. 

Views  on  Mental  Patients  and  Mental  Disorders 

Anketin  bu  bolumu  iki  kisimdan  olusmaktadir . Birinci 
kismin  amaci  bir  akil  hastasinin  davranisini  nasil  tanim- 
lamak  istediginizi  ogrenmektir.  Tanimlamani zi  liste 
halinde  verilen  kelimeleri  isare tleyerek  yapabilirsiniz . 
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Her  bir  kelime  cifti  bir  olcek  olusturmaktadir . Olcek 
uzerine  bir  isaret  koyarak  bir  akil  hastasinin  davranisi 
ile  neyi  iliskili  gordugunuzu  gosterebilirsiniz . 

Eger  bir  akil  hastasinin  davranisinin  olcegin  bir  ucu 
ile  cok  yakindan  iliskili  oldugunu  dusunuyorsaniz  asagida 
oldugu  gibi  bir  isaret  koymaniz  gerekir: 

Pos.  ::::::  :X:  Neg.  YA  DA  Pos . :X:  ::::::  Neg. 

Eger  bir  akil  hastasinin  davranisinin  olcegin  bir 
yada  diger  ucu  ile  orta  derecede  iliskili  oldugunu  dusunu- 
yorsaniz isaretinizi  asagida  oldugu  gibi  koymaniz  gerekir: 

Pos.  : : X : : : : : : Neg.  YA  DA  Pos.  : : : : : :X:  : Neg. 

Eger  bir  akil  hastasinin  davranisinin  bir  ya  da  diger 

uc  ile  biraz  iliskili  oldugunu  dusunuyorsaniz  asagidaki 
gibi  isaretlemeniz  gerekir: 

Pos.  : : : X:  : : : : Neg.  YA  DA  Pos.  : : : : ; X : : : Neg. 

Her  iki  ucunda  bu  terim  ile  esit  derecede  iliskili 
oldugunu  dusunuyorsaniz  ortadaki  kutuyu  isaretlemeniz 
gerekir : 


Pos . 


X : : : : Neg . 
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Akil  Hastasinin  Davranisi 


Gucsuz  : 
Kotu 
Aile 
Sorumsuz 
Kirsal 
Ahmak 
Disi 
Ozgur 
Istemli 
Yuksek  egitim 
seviyesi 


Guclu 

iyi 

Birey 

Sorumlu 

Kentsel 

Akilli 

Erkek 

Tutsak 

Istemsiz 

Dusuk  egitim 

seviyesi 


Genel  ::::::::  Duruma  bagli 
Yabansi  Alisilmis 

Hareketli 
Onceden  tahmin 


l_  Uysal  (pasif) 
Onceden  tahmin 


edilebilen  edilemeyen 

Ilkel  Cagdas 

Temiz  Kirli 

Tehlikeli  Tehlikesiz 

Gene  Yasli 

Yavas  ::::::::  Hizli 

Soguk  : :::::::  Sicak 

::::::  Biyoloji 


Psikoloji  : 


Sosyolo ji  ::::::::  Psikoloji 
Geri  zekali  ::::::::  Zeki 
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Mutlu  Uzgun 

Hasta  ::::::::  Saglikli 
Biz  ::::::::  Onlar 
Sik  rastlanan  Seyrek 

Gevsek  Gergin 


Besinci  bolumun  bu  ikinci  kisminda  sizden  istenen, 
asagidaki  sorulari  yani tlamani zdir . Yanitinizi,  yedi  nok- 
tali  olcegin  bir  ya  da  diger  ucunu  ne  kadar  onayladiginizi 
kutulardan  herhangi  birini  isaretleyerek  verebilirsiniz . 

Isaretinizi  lutfen  kutularin  arasina  degil  bir  kutunun 
icine  koyunuz . 

1.  Bir  psikiyatri  kogusunda  ne  dereceye  kadar  bir  duzen- 
sizlige  (ornegin,  gurultu,  kavga,  hastane  kura.llarina 
saygi  gostermemek)  katlanabilirsiniz? 

Hie  Orta  Cok 


2.  Bir  psikiyatri  kogusunda  hastalara  ne  kadar  ozgurluk 
(ornegin,  yapilacak  islerin  secimi,  bir  zaman  tarifesi 
uzerinde  karar  vermek)  verirsiniz? 

Hie  Orta  Cok 


3.  Hastaneye  yatirilmis  bir  akil  hastasinin  kendi  davra- 
nisini  ne  derece  kontrol  edebilme  ye teneg i vardir? 

Hie  Orta 


Cok 
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4 . 


7. 


Hastane  gorevlilerinin , yeterli  ilerleme  gosterdigini 
("saglikli"  oldugunu)  dusunmeleri  icin  bir  akil  hasta- 
sinin  ne  dereceye  kadar  hastane  kurallarina  uyma 
yonunde  degisme  gosterraesi  gereklidir? 

Hie  Orta  Cok 


Kimin  saglik  konusundaki  gorusu  daha  onemlidir;  akil 
hastasininmi  yoksa  hastane  gorevlilerininmi? 

Iki  „ . 

Hastane 

Hastanin  tarafinda  gorevlilerinin 


6.  Bir  akil  hastasinin  ilerleme  gostermesinde  kimin  cabasi 
daha  onemlidir;  hastaninmi  yoksa  hastane  gorevlileri- 
ninmi? 

Iki  Hastane 

Hastanin  tarafinda  gorevlilerinin 


Genellikle,  bir  akil  hastasinin  hastaneden  taburcu 
edilmesini  kirn  daha  cok  etkiler? 

Iki  Hastane 

Hasta  tarafta  gorevlileri 


Sizin  gorusunuze  gore,  terapi  sonucunda  bir  akil 
hastasi  "saglikli"  davranislari  ne  derece  gercekten 
(icten)  kabul  etmistir? 

Orta  Cok 


Hie 


Psikiyatrik  siniflama  klinik  pratikte  (arastirmaya 
karsit  olarak)  ne  derece  yararlidir? 

Hie  Orta  Cok 


Psikiyatrik  siniflama  akil  hastalari  ile  ilgili  aras- 
tirmada  ne  derece  yaralidir? 

Hie  Orta  Cok 


Sizin  dusuncenize  gore,  biyolojik  etkenler  (cevresel 
etkenler  ile  karsilas tirildiklarinda ) akil  hastalikla- 
rinin  etiyolo j isinde  ne  dereceye  kadar  onemlidir? 

Hie  Orta  Cok 


Akil  hastaliklari  ne  dereceye  kadar  degisme  gostere- 
bilir  (prognozu  nedir) ? 

Hie  Orta  Cok 


Sizin  gorusunuze  gore,  bir  psikiyatrik  rahatsizligin 
ortaya  cikisinda  hasta  tarafindan  gosterilen  bilincli 
caba  ne  kadardir? 


Hie 


Orta 


Cok 


APPENDIX  B 
MEAN  RATINGS 

Table  14 


Mean 

Symptom 

Ratings  of 

Case  1 

Centers 

Symptoms 

Henderson 

JHMHC 

Ankara 

Hacettepe 

Somatic  concern 

1.64 

1.47 

1.00 

1.06 

Anxiety 

5.64 

4.53 

4.17 

3.39 

Emot.  withdraw. 

5.36 

3.79 

3.33 

3.00 

Concept,  disor. 

5.14 

3.95 

2.42 

1.39 

Guilt  feelings 

2.71 

1.53 

1.00 

1.28 

Tension 

4.43 

3.84 

3.83 

3.17 

Manner.,  postur. 

1.50 

1.42 

1.00 

1.06 

Grandiosity 

4.36 

2.89 

2.58 

2.56 

Depressive  mood 

2.00 

1.74 

1.17 

1.39 

Hostility 

5.64 

6.21 

5.08 

5.89 

Suspiciousness 

6.86 

6.84 

6.83 

6.89 

Halluc.  behav. 

3.28 

2.37 

2.17 

1.72 

Motor  retar. 

1.07 

1.16 

1.00 

1.06 

Uncooperative . 

5.21 

4.16 

3.25 

3.06 

Unusual  thought 

5.86 

5.21 

3.17 

2.89 

Blunted  affect 

2.21 

2.10 

1.00 

1.61 

Excitement 

5.93 

5.10 

3.50 

3.72 

Disorientation 

3.07 

1.10 

1.58 

1.00 

Note . Ratings  are  on  seven-point  severity  scales  with  number  one 
representing  the  absence  of  a symptom  and  number  seven  representing 
the  highest,  severity. 
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Table  15 


Mean 

Symptom 

Ratings  of 

Case  2 

• Centers 

Symptoms 

Henderson 

JHMHC 

Ankara 

Hacettepe 

Somatic  concern 

1.86 

2.10 

1.17 

rH 

% 

Anxiety 

5.14 

4.47 

2.92 

2.11 

Emot.  withdraw. 

4.07 

4.21 

4.58 

2.83 

Concept,  disor. 

5.07 

2.89 

4.08 

3.50 

Guilt  feelings 

1.50 

2.26 

2.25 

1.17 

Tension 

3.64 

3.16 

1.50 

1.89 

Manner.,  postur. 

4.86 

3.63 

3.67 

3.22 

Grandiosity 

1.43 

1.37 

1.00 

1.06 

Depressive  mood 

2.86 

2.58 

1.50 

1.39 

Hostility 

1.71 

1.79 

1.25 

1.17 

Suspiciousness 

1.57 

1.53 

1.58 

1.28 

Halluc.  behav. 

1.86 

1.63 

1.58 

1.33 

Motor  retar. 

1.86 

1.95 

‘1.42 

1.33 

Uncooperative . 

1.78 

2.10 

3.50 

2.78 

Unusual  thought 

5.36 

3.16 

5.08 

4.50 

Blunted  affect 

2.71 

1.84 

2.25 

1.78 

Excitement 

3.00 

2.63 

1.17 

1.94 

Disorientation 

5.57 

3.79 

5.67 

4.06 

Note.  Ratings  are  on  seven-point  severity  scales  with  number  one 
representing  the  absence  of  a symptom  and  number  seven  representing 
the  highest  severity. 
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Table  16 


Mean 

Symptom 

Ratings  of 

Case  3 

Centers 

Symptoms 

Henderson 

JHMHC 

Ankara 

Hacettepe 

Somatic  concern 

2.71 

2.26 

1.92 

1.50 

Anxiety 

6.36 

5.74 

6.08 

5.67 

Emot.  withdraw. 

3.00 

2.37 

1.75 

1.89 

Concept,  disor. 

1.36 

1.32 

1.50 

1.06 

Guilt  feelings 

4.07 

3.21 

3.50 

2.67 

Tension 

5.36 

4.79 

4.25 

3.11 

Manner.,  postur. 

1.14 

1.26 

1.08 

1.00 

Grandiosity 

1.14 

1.47 

1.25 

1.06 

Depressive  mood 

4.43 

4.79 

5.08 

3.67 

Hostility 

2.57 

2.79 

1.58 

1.83 

Suspiciousness 

2.36 

2.37 

2.67 

2.67 

Halluc.  behav. 

1.00 

1.10 

1.00 

1.00 

Motor  retar. 

1.64 

1.47 

1.25 

1.33 

Uncooperative . 

2.28 

1.95 

1.08 

2.00 

Unusual  thought 

1.43 

1.42 

1.00 

1.22 

Blunted  affect 

1.71 

1.37 

1.00 

1.44 

Excitement 

3.71 

2.63 

2.17 

1.56 

Disorientation 

1.14 

1.10 

1.08 

1.00 

Note . Ratings  are  on  seven-point  severity  scales  with  number  one 
representing  the  absence  of  a symptom  and  number  seven  the  highest 
severity. 
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Table  17 

Mean  Symptom  Ratings  of  the  Long  Case 


Symptoms 

* 

Centers 

Henderson 

JHMHC 

Ankara 

Hacettepe 

Somatic  concern 

1.50 

1.68 

1.08 

1.06 

Anxiety 

3.43 

3.16 

3.08 

1.89 

Emot.  withdraw. 

3.64 

1.95 

1.67 

1.06 

Concept,  disor. 

5.00 

4.10 

4.08 

2.67 

Guilt  feelings 

2.28 

1.84 

1.58 

1.33 

Tension 

5.93 

5.00 

6.50 

4.67 

Manner.,  postur. 

2.50 

2.16 

1.83 

1.17 

Grandiosity 

6.00 

6.32 

5.92 

5.61 

Depressive  mood 

4.71 

3.21 

2.08 

2.56 

Hostility 

5.36 

5.32 

4.33 

5.28 

Suspiciousness 

5.00 

5.10 

3.92 

3.28 

Halluc.  behav. 

2.21 

1.84 

1.33 

1.11 

Motor  retar. 

2.71 

1.68 

1.50 

1.33 

Uncooperative . 

5.78 

5.84 

5.58 

5.22 

Unusual  .thought 

5.07 

4.58 

3.17 

2.78 

Blunted  affect 

2.14 

1.10 

1.08 

1.00 

Excitement 

6.36 

6.32 

6.08 

6.56 

Disorientation 

2.43 

1.53 

1.50 

1.06 

Not£.  Ratings  are  on  seven-point  severity  scales  with  number  one 
representing  the  absence  of  a symptom  and  number  seven  the  highest 
severity. 
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Table  18 

Mean  Symptom  Ratings  of  the 
Schizophrenia,  Paranoid  Type  Stereotype 


Symptoms 

Centers 

Henderson 

JHMHC 

Ankara 

Hacettepe 

Somatic  concern 

3.78 

3.58 

1.83 

2.78 

Anxiety 

5.21 

5.00 

3.42 

3.83 

Emot.  withdraw. 

5.07 

4.79 

5.00 

4.94 

Concept,  disor. 

5.21 

5.42 

4.58 

5.00 

Guilt  feelings 

2.93 

1.95 

1.50 

1.56 

Tension 

4.86 

4.63 

4.00 

3.78 

Manner.,  postur. 

2.28 

3.16 

1.92 

2.44 

Grandiosity 

6.28 

4.95 

5.33 

5.50 

Depressive  mood 

2.07 

2.21 

1.58 

2.28 

Hostility 

6.07 

5.16 

4.83 

5.61 

Suspiciousness 

6.78 

6.74 

6.42 

6.72 

Halluc.  behav. 

4.93 

5.68 

3.17 

5.17 

Motor  retar. 

1.78 

1.47 

1.58 

1.61 

Uncooperative . 

5.71 

5.42 

4.17 

5.67 

Unusual  thought 

6.07 

6.10 

4.58 

5.56 

Blunted  affect 

4.21 

3.53 

3.00 

4.50 

Excitement 

4.86 

4.63 

3.33 

2.94 

Disorientation 

3.07 

2.10 

2.67 

1.06 

Note.  Ratings  are  on  seven-point  severity  scales  with  number  one 
representing  the  absence  of  a symptom  and  number  seven  the  highest 
severity. 
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Table  19 

Mean  Symptom  Ratings  of  the 
Manic-Depressive,  Manic  Type  Stereotype 


Symptoms 

Centers 

Henderson 

JHMHC 

Ankara 

Hacettepe 

Somatic  concern 

2.14 

2.26 

1.92 

1.33 

Anxiety 

3.07 

2.32 

2.42 

1.72 

Emot.  withdraw. 

2.28 

1.37 

1.58 

1.17 

Concept,  disor. 

5.00 

4.10 

4.92 

3.33 

Guilt  feelings 

2.64 

2.00 

1.33 

1.17 

Tension 

5.93 

5.16 

6.42 

5.00 

Manner.,  postur. 

3.93 

2.58 

2.92 

1.94 

Grandiosity 

5.71 

6.68 

6.17 

6.56 

Depressive  mood 

2.14 

2.05 

1.17 

1.39 

Hostility 

3.86 

5.32 

4.42 

4.50 

Suspiciousness 

3.00 

4.47 

2.00 

2.94 

Halluc.  behav. 

2.64 

3.32 

1.67 

1.56 

Motor  retar. 

1.64 

1.16 

1.50 

1.22 

Uncooperative . 

5.36 

5.32 

4.17 

4.17 

Unusual  thought 

4.93 

4.47 

3.33 

2.39 

Blunted  affect 

2.21 

1.37 

1.08 

1.00 

Excitement 

6.71 

6.74 

6.33 

6.78 

Disorientation 

3.21 

2.89 

2.00 

1.11 

Note . Ratings  are  on  seven-point  severity  scales  with  number  one 
representing  the  absence  of  a symptom  and  number  seven  the  highest 
severity. 
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Table  20 

Mean  Ratings  of  the  Semantic  Differential 


Centers 


Word  Pairs 

Henderson 

vJHMHC 

Ankara 

Hacettepe 

Weak/Strong 

3.36 

3.32 

3.50 

2.56 

Bad/Good 

3.14 

3.68 

3.17 

3.61 

Family/Individual 

3.93 

4.05 

3.08 

3.44 

Irresponsible/Responsible 

2.43 

3.16 

3.33 

3.28 

Rural/Urban 

4.21 

4.26 

4.17 

4.11 

Foolish/Wise 

2.86 

3.21 

4.08 

4.28 

Female/Male 

3.71 

3.95 

4.08 

3.94 

Free/Confined 

4.64 

5.16 

3.92 

4.94 

Voluntary/Involuntary 

4.43 

4.47 

4.33 

5.22 

High  education/Low  education 

4.57 

4.68 

4.08 

4.28 

General/Situational 

4.00 

4.47 

4.92 

5.11 

Strange/Familiar 

2.50 

3.32 

2.75 

2.56 

Active/Passive 

4.36 

4.58 

4.25 

4.33 

Predictable/Unpredictable 

4.71 

4.95 

4.58 

4.50 

Primitive/Modern 

3.21 

2.95 

3.42 

2.78 

Clean/Dirty 

4.36 

4.53 

4.42 

4.67 

Dangerous/Safe 

3.64 

3.58 

3.67 

3.78 

Young/Old 

3.93 

4.00 

3.42 

3.28 

Slow/Fast 

3.57 

3.68 

4.00 

4.00 

Cold/Warm 

3.43 

3.47 

3.83 

3.33 

Psychology/Biology 

3.28 

3.95 

3.42 

3.50 

Sociology/Psychology 

4.36 

4.68 

4.42 

4.33 

Retarded/Intelligent 

4.07 

4.05 

4.08 

3.39 

Happy/Sad 

5.36 

5.47 

5.08 

5.83 

Sick/Healthy 

2.71 

2.58 

2.42 

1.61 

Us/Them 

4.93  > 

4.63 

4.00 

4.11 

Common/Rare 

4.64 

3.53 

5.00 

4.33 

Relaxed/Tense 

5.57 

5.42 

4.67 

5.61 

Note . Ratings  are  on  seven-pgint  scales  with  number  one  being  closest 
to  the  first  word  in  a pair  and  number  seven  being  closest  to  the  second 
word . 
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Table  21 

Mean  Ratings  of  the  Questions 


Questions 

Centers 

Henderson 

JHMHC 

Ankara 

Hacettepe 

1 

4.00 

3.79 

4.33 

4.06 

2 

5.00 

4.84 

5.83 

5.56 

3 

4.14 

5.32 

4.00 

4.11 

4 

4.86 

4.58 

4.42 

5.00 

5 

4.50 

3.79 

4.50 

4.28 

6 

3.50 

2.74 

3.67 

3.56 

7 

4.64 

3.89 

4.00 

4.44 

8 

4.78 

4.32 

5.08 

5.00 

9 

3.86 

3.84 

4.17 

4.83 

10 

4.86 

5.68 

6.00 

6.06 

11 

4.71 

4.68 

3.92 

4.28 

12 

4.78 

4.84 

5.67 

5.11 

13 

2.93 

2.84 

2.42 

2.83 

Note.  Ratings  are  on  seven-point  scales  with  number  one  representing 
the  first  (left-hand)  point  and  number  seven  the  last  point  on  the 
scale . 
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Table  22 

Mean  Ratings  of  Confidence  in  Diagnosis 


Cases 

Centers 

Henderson 

JHMHC 

Ankara 

Hacettepe 

Case  1 

5.43 

4.68 

6.17 

5.72 

Case  2 

5.14 

4.53 

5.42 

5.50' 

Case  3 

5.36 

5.00 

5.58 

5.56 

Long  Case 

6.07 

6.05 

6.83 

6.83 

Note . Ratings  are  on  seven-point  scales  with  number  one  representing 
the  lack  of  confidence  and  number  seven  the  highest  confidence. 
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